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ABSTRACT ,

A rationale is presented with examples of an approach
for professionals in the health sciences to becoming more
self-directed in the ways in which they continue their education
throughout their career. The five objectives of the discussion are:
(1) to understand the functioning of the mentor role as it is used to
guide self-directed education of health professionals; (2) to better
understand a variety of effective strategies by which professionals
in the health sciences can alternate between action problems and
knowledge resources; (3) to recognize the way in which self-directed
education fits into the broader context of continuing professional

~education; (4) to recognize that self-directedness in learning is a
continuum which can be used by professionals to discover ways in
which learning effectiveness can be improved; and (5) to appreciate
the ways in which the proposed approach to life-long self-directed
education can be used. The discussion is divided into four
sections--continuing professional education, model of mentor role,
the self-directed learner in action, and guidelines for facilitation
of self-directed education. References are provided. (KM)
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LLIFE LONG SELT DIRECTEY EDUCATION

Alan B. Knox
University of Illinois

PART ONE: CONTINUING PROFESSIONAL EDUCATION

Professionals in the health sciences such as medicine, nursing,
dentistry, public hezlth, medical social work, pharmacy, and clinical
psychiology, apply their competence (knowledge and skill) to help people
maintain and reestablish health., Practitioners in other helping pro-
fessions such as teaching, ministry, and law, also apply their competenqe
to deal with other complex probléms. vBecause the requirements of com-
petence, the natqre of the problems,.and the interface between them are
constantly changing, and at an éccelerating rate; continuing education
is an essential ingredient of beth preparatory professional education

" and the maintenance of professional competence (Vollmer and Mills, 1966,
p. 16; Houle, 1969, p. 562; Schein, 1972, o. 8; Mili=r, 1967, p. 123).

s peteens

Relations Between Education and Practice

Most professional problems are proBlems of the application
of knowledge and skills to decisions a.d actions for which the'pr&fessionals
are personally accountable, This is a major reason why continuing pro-
fessional education is largely self~directed (Houle, 1969, p. 568; Miller,
1967, p. 125).,

The purpose of continuing education for health professionals 18
tke improbcment of ratient care and health maintenance, and the ;niicéﬁént
of health cureers (D:yei, 1962). The focus shduld be on the patient as
a problemn of treatment and as an exercise in learning (Osler, 1906,

Q p. 111). The basic criterion for the evaluation of the relevance and

ERIC :




effectiveness pf continuing education for health professionals is the

improvement of patient care (Miller, 1967, p. 123). However, professional

competence has several dimensions--scientific and techriological, and also

personal and societal. Continuing education to maintain competence takes
professional's , ,

time, which is the / most precious resource, and it also takes many

other kinds of resources. A limitation of self-education

can easily
is that it/be short-sighted. This situation presents a challenge to
those who would develop programs of continuing professional education.
program development,

Some factors facilitate/ others are barriers. Some resources are local,

others are not available locally. The challénge is to strengthen the

faciiitating factors and weaken *he barriers, and to make resources over

large areas both known and used.

The facilitators of continuing education are associated with
the personal characteristics of the individual professional , his pro-
fession, and the societal setting in which he functioms. The facilitators
assaciatad with pzrsonal charactertstics include:

1. the high level of communication ability of professiénals com-
pared with most other adults, |

2. the extent to Whicﬁ the professional hés developed a question~
ing and problem solving orientatiom,

3.'. the fecognition that people forgét mﬁch that is not used or

Yeviewed, and .

i 4.  the extent to which the professional has learned how to effec-

tively learn from unfamiliar material and from mistakes.



The facilitators associated with the characteristics of the projession

include:

1.

3.

the centrality of life long learning in the definition of a
profession,

the changes in the roles of many health professionals,

thé shifting.scientific base with increaséd emphasis on the
social and behavioral sciences and a greater focus or aspects
of biological ana physical sciences that are pertinent to
clinical practice, and

the conviction that the elapsed *ime szould be shortened

‘between the completion of secozdary school and emtry full

time into professional practice.

The facilitator: associated with the chmracreristics of —he societal

setting include:

1.

"4,

5.

the rapid increase im pertivemt kirowledge which produces
obsolescence,
the continuing developments in technology rglated to the health

professions,

. the major changes in a competitive pharmaceutical industry
which makes it important for the professional to place a

‘premium on impartial information,

the extension of collaborative':egional arrangements for health

‘manpower, and
. the stronger public image of continuing education which results

‘from the expanding number of programs.

The barriers to continuing education are associated with the

personal characteristics of the individual professional, his profession,



and previous programs of continuing education. The barriers associated
with personal characteristics include:
1. the image from preparatory education that education is passive
reception of information from expefts, |
2. the difficglty that the professional encounters when he tries
to break habit patterns and a life style that have excluded
continuing education, and
3. the tendency to utilize continuing education methods that are
convenient when more effectivc method$ require more effort.
The barriers associated with the characteristics of the profescicn
Znclude:
= the frequent insulation of ;he Practitiom=r frorw Feedoick 2nd
norms that peers wan provide,
2.  the heavy démands by patients'for service, whicn is most severe
in areas with critical health personnel shortages,.
3.  the inadequate basis for selecting from an overwhelming flood
of professional literature, which often results in apathy, and
4. the lack of'penalty for unused knowledge.

The barriers associated with previous contZnuing education programs
include:

1., the heavy reliance on sponsors such as uhiversities, associations,
and the pharmaceutical industry, and the underutilization of
.community hospitals and qther settingé that are closgsr to
.¢linical practice, |

2.. the image of continuing education as formal p:ogramé that are

.overwhelmingly specialized, concermed with unusual developments,



organized within subject matter fields, and unreépcpsivc te the
ways in which adplts learn most eifectively, and

3. the lack of convincing evaluation findipgs regarding.a major
impact of continuing ed:cation rarticipation on professicnal

practice and patient care.

Repional Health Manpowver

An approach to continuing education that relies heavily on the
individual torguide his own learning activities.is vulnerable to near-
sightedness. The ihdividua] nrofessional iz less likely to Lacome
familiar with new knowledge and practices than is a university or an
association or a hospital, A practitioner can beccme so beleaguerced by
the torrent of professional problems vwhich assail him that Ae loses the
broad perspective and the refléctivé attitude. .

dne of'the major fidctions of ‘many of the regional efforts to
develop health manpower is to facilitate the efforts of health profes~
sicnals to continue their education. “A basic form of facilitation is to
assist the professional to become aware of and to use the resources for
continuing education that are available in the region. In some regions,
this idclqdes tﬁe development of a telephone-based consultan£ service.

than
What better basis for a partnership, /when the professional wants what the

regional arrangement wants to provide? .
Most professionals have a sense of the geographic region in
which they function professionally and socially. The size of the area

partly reflects population density. In the Rockies, the region for a

practitioner can be the area of a state or more. In New York City, it



can be'a section of the city. The size of a professional's regioﬁ'also
reflects his own cosmopolitan or local orientation. Some professionals,
due to their renown or préferred life style, give service aad receive
resources on a national or international scale, Other professionais,
whether in the Rockies or on the East Side of Manhattan, givg and receive
within a very local setting. One purpose of most regional health manpower

efforts is to enrich the range of resources to which the practitioner has access.

Practitioners teﬁd to.be avare of and to use resources related
to continuing education more: from habit and familiarity than froﬁ deliberate
chbice to meet a specific need. Many of the current efforts to develop
regional health‘manpowef have gi;en some attention to inventorying resoufces
related to the region, to helping practitioners to become more fam;lia;
with the resources, and to encouraging program deVelopment that draws upon
the most appropriate resources through arrangements such as co—sfoﬁsorship.

)

The resources related to continuing professional education in a region,
include not only the institutions, associations, and lihraries in the
bregion, but also many of the national resources that can be utilized in
the region if practitioners know about ;hem and about how to obtain Fhem.

Some national resources are'in the form of publications, library
holdings, consultation,'statistical data, grant support, and opportunities
for uniqug'clinical éxpe;ience that are prqvided by agencies of the fede»al
government, Many are pa?t of the Depértment of .Health, Education, and
Weifare. Examﬁles of fodersl agencies.related to the health sciénces in~
.cludé Public Health Ser§ice, National Institute of Health, Nationﬁl Libr#rf
of‘Medicine, and the Veterans Administration'Hospitals. One funétioﬁ of

the Regional Medical Program is to make the resources for continuing



education that are available from chese agencies more accessible to local
practitioners (Dimond, 1968, p. 617-619).
ther national resources are not part of the federal government,

but they serve supplexentary as well as complementary functions. Examples .

include the national societies and associations of health professionals,

- the national voluntary health agencies, the large and nationally known

private philanthropic foundations, and the entire range of publications and
journalé witﬁ a national distribution. These nationa2l resources provide
sﬁonsorship of continuing education programs, support research, provids
information about new developments, support pioneering projects related
to continuing education of health professionéls (Szczypkowski, 1971), and
engage in accreditation procedures.

The regional rescurces vary somewhat among regions, Exémpl?s
of regional resources include the state and local professional associations,
the state health department, the local foundations, the voluntary agencies,

the universities (especially those that include colleges related to health

. professions), and both the university-related teaching hospitals and the

community hospitals., These regional resources provide sponsorship of
continuing education programs, supporE of projects, research related to
medical and health education, consultation, and information about oppor-
twmities for continuing education. |
The individual professional may interact with national and

regional resources in various ways. The evident way is the provision of
books, journals, workshops, and courses that the practitio#er can use

to continue his education. The‘leés evident ways are also important for

the professional who is highly self directed in continuinglhis education.

Continuing education programs that are designed to encourage and reward a
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high degree of self directedness by participants increase thé likelihood
that professionals will develop habits and skills of sélfAdirected educa-
tion which they will use outside of fdrmal programs. Many formal programs
have little transfer to less formal settings and may even promote the idea
that continuing educaﬁion requires formal settings-dnd experts. Another
form of interaction relates to the ability of the professionzl to utilize
resources to continue his education. Some continuing nrofessional eduéation
programs help participants to become effective users of 1ibr5ry resources,
statistical data, computer print outs, home-stuéy materials, and consultants.
Professionals who are able to use these ledrning resources are more likely
to continue their education in a self directed way. There is a tendency

for university sponsors Bf continuing education to emphasize experts,
organized knowledge, new develépments,,and "what ought toAbe." There is

a tendency for professional association sponsors of continuing education

to emphasize the societal context in which the professionallwofké, practical
problems, and "what is." The self directed learner néeds to be able to

move back and forth between these twO domains; to'alternate between the

action problems that confront him and the knowledge resources that can

help with solutions. All sponsors of continuing education can develop

' programs that helb professionals to better lirk knowledge and actien.

The persons.whose job it is to help develop health manpower in
a region have an important role to perform related to life long self
directed education. That role is related both to the sponsors of foirmal

programs of continuing professional education and to the individual pro-

fessionals who continue their education in a self directed way. In working

with both individuals and sponsors, the role is ag a "1iﬁkage.agehf"

‘between learning resources and practitioners engaged in learning. This



linkage role is typically performed by staff members with the regicnal

medical program, university faculty members and administrators engaged in
continuing education within the various heaitﬁ;prbfessions, staff members
of state Bealth.departments; and staff members and officérs of the various

health related professional associations. The term "linkage agent' refers
to the similar role performed by these persons with diverse position titles.

The guccess of these "linkage agents" depends in part on the conceptual
model they have of life long self ‘

directed education. Their conceptual model provides a basis for appraising
the extent to which continuiné education activities are self directed aud
have an impact on professional practice. As they work with sponsors,
"linkage agents" can use this model to suggest ways in which continuing
professional education programs cen co more to help the participants to
develcp a rEpertpire of effective strétegies for alternating batween action
problems and knowlodge resources., As "linkage agents' work with individual
professionals, they can strive to accomplish three objectives. One is to
use precept and example to help professiona;s develop a‘more c;mplete'
understanding of the importance and methods of life long self &irected
education. A second is to encourage énd assist professionals to become
more self directed in their cqntinuing education. A third is.to develop
procedures and aids that will increase the accessibility of learning
resources for professionals who want to assume the primary responsibility

for continuing their education. - '

Approach to Continuing Education

This chapter presents a generalvapproach which emphasizes life
long self directed education. The approach places the main responsibility

for continuing education on the individual professional. It recognizes
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that professionals vary greatly in self-directedness and the amount of

assistance they need. The approach is ' ~~ ""e following three
assumptions.
1. The effective self directed -t performs for himself most

of the mentor roles that are performed by an effective teacher
of adults.

2. The basic, and generally underemphasized, process that under-
girds  successful self directed education is the ﬁse of a
repertoire of effective strategies for altermating between
action problems and knowledge resources,

3. Self directed education will typically persist throughout a
professional's career bécause the evident benéfits in the form
of improved professionél performance are sufficient to sustain
interest and to guide selectidn of subsequent professional

- development.
The proposed approach to self directed continuing professional
-education consists of the following five interrelated componerts which are
presented schematically in Figure One.

1. Identify the major gaps between actual and criterion pexrformance (NEEDS).

2.A' Become aware of thé sétting as if relates to continuing education,
including the criterion of patient care, and facilitators and
barriers to continuing education (SETTING).

3. Select those educational objectives ‘hat have ﬁigh priority
regarding both desirability and feasibility (OBJECTIVES).

4. Select and org;ﬁize learning activities that will produce and

| sustain more effective professional performance.(ACTIVITIES).
5. Evaluate the extent to which the components of the‘continuing

professional education activity meet the exXpectations of the

people associated with it .(EVALUATION).
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Figure One

SCHEMATIC REPRESENTATION OF
'COMPONENTS OF MENTOR ROLE

2. SETTING
J
l 1. NEEDS — N/
| N
3. OBJECIIVES
5. EVALUATION \ N
4. -ACTIVITIES
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The self directed approach to continuing education of health
professionals has three additional potegtial benefits., One is the basis
that it prbvides for planning regional development of health manpower in
a way that encourages the contribution of all sponsors and resources.
The second is the contrib: *hat it makes to persons who endeavor to
facilitate the effofts o ' . professionals to continually increase
their competence and improve patiént care and health maintenance. The
‘third iz the basis that it provides for the articulation between various

disciplines and between preparatory and continuing professional education.

Articulation Between Preparatory and Continuing Education

Most writers on continuing professional education affirm the
importance of a self dirécted orientation (Houle, 1967, 1969, 19703 Miller,
1962, 1967). Some of them, along with a few of the writers on.breparatory
professiongl education, stress the importance of continuity between
preparatory education And continuing education in this regard. The typical
point that is made regarding continuity is the influence of the preparatory
education experience in medicalischool or nursing school or deptal school
on the outlook that the professipnal has towards continuing education.
Less often mentioned is the renewing influence that an éffective continuing
education effort‘of a professiogal school can have on the preparatory
education-p:ogram.

During the past decade or so, many professional séhools have
modified their preparatory education curriculum and instructional methods

* in ways that have increaséd the 1likelihood that.graduates‘confinue their -
.education (Schein, 1972). In some instances, these modificatiéns were

- deliberately made so that a basic objective of preparatory education would
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be the development of a questioning approech that would encourage and

facilitate life iong learning. More often, the modifications were made

for other reasons, but the benefits for continuing education were a

valuable by-product. .Preparatory_professional education that encourages

students to engage in 1ife Tong self directed education tends to have

the following ¢

'1-

6.

-7

in general, the existence of more curricular flexibility than
is typically the case, which enables students to combine inter-

disciplinary blends of knowledge and skill and to pursue innova-

tive career paths (Schein, 1972, p. 60-G5),

sufficient in-depth preparation in the major supporting disci~
plines to understand the structure of knowledge in those disci-
plineé as a foundation for.furthef study and subsequent selection
of knowledge to solve professional problems,

clinical study that entails the selection. of pertinent knowledge
from several disciplines and the Qrganizatién of that knowledge
in relation to professional problem solving,

clinical study that Qécurs earlier in the professional school
curriculum (Schein, 1972, p. 117, 118),

curricuiar integration of the social and behavioral sciences with
the physical and biological sciences for soﬁe vaits (Schein,
1972, p. 149),

preparation by faculty members of learning modules which students

can study quite independently (Schein, 1972, p. 149), and,

administrative arrangements that encourage student self diagnosis,

curricular flexibility, and program evaluation (Schein, 1972, -

p. 149),
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When a student graduates from professional séhool, hé confronts
several crucial years of early practice (Schein, 1972, p. 54; Oslev, 1906,
p. 351). During “uis transition period, the new professionél typically
learns most of the practical tasks.that fill his professional day, and he
develops much of his self concept as a professional. In most instances,
preparatory education just starts the process of.becoming a professional,
During the first few years éf actual préctice, the professional is very
susceptible to influence as he respcnds to the demands and constraints
related to his profession. Most professionals receive little help with
this transition (Schein, 1972, p. 54). The transition would be facilitated
for many graduates if there were greater variety in'the early career paths
for each profession. For éxample, a health professional ﬁight have the
choice of solo practice, group practice, employment by a hosﬁital, emp loy~-
ment by a neighborhood health center, or work with a government agency.
The extent of flexibility and variety that does exist for new professionals
is influenced by professional schools, licensing regulations, professional .
gssociations, employei., and hospitals. Although’'some confinuing education

has been focused on this transition period, much more is needed.

Effective programs of continuing education cén have a beneficial
and renewing influéﬁee on preparatory education in the followinglfour
ways.

1. If practicing professionals insist on a multi-disciplinary
problem solving approach to continuing education, then the
-resulting methods and materials can be readily adapted for use
with preparatory education students.

2. If practicing professionals work with resource persons in

continuing education programs and emphasize learning methods
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in which the main responsibility is assumed by the learncr and
the main criterion is professional performance, then the resource
persons are more likely to Lse these methods as they teach pre-
paratory education students. -

If professiénals_with their.detailed concerns about prevaiiing
practice are encouraged to develop sfrategies to relate these
concerns to new developments arnd excellent practice such as

might be advocated by umiversities and major hospital centers,

then the resulting strategies can be adapted for use in pre-

paratory education programs.

If some continuing education programs‘are available to deal_
with important topics that are not central to preparatory educa~
tion or that are best learned after the individual enters the
profession, then some of the currently heavy time and effort
demands on preparatory educacion can be reduced (Schein, 1972,

p. 126).

Purpose of Chapter

The genéral purpose of this chapter is to present a rationale with

examples for an approach for professionals in the health sciences to become

more self directed in the ways in which they continue their education through-

out ‘their career. More specifically, the chapter is designed to enable

‘the reader to achieve the following five objectives.

1.

To understand the functioning of the five components of the
mentor role as they are used to guide self directed education

of health professionals. The five components are: a) the

ddentification of gaps between actual and desirable behavior,
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b) an awareness of the influences of the setting on continuing

educat.on, c) the use of priorities to select the continuing

.education objectives, d) the selection and organization of learn-

ing activities to increase competence and encourage its utili-
zation, and e) the evaluation process of making judgements,
based on evidence, regarding the effectiveness of the edn

activity in ways that facilitate the use of conclusions to

improve the educative activity.

To better wnderstand a variety of effective strategieslby which
proféssiqnals in the health sciences can alternate between
action problems and knowledge resources. Professionals are
appropriately action oriented..-ln the health sciences their
‘Eentral concern is an improyement of health maiﬁtenance and
patient care. Within each region there are many resources
available to assist health professionals to increase their
coﬁpetence. The proposed approaéh is designed to assist profes-
sionals to diagnosé their educationai needs and the available

resources to meet those needs so that they can continually in-

. crease their competence and improve their professional perform-

ance throughout their career.

To recognize the way in which self dirvected education fits intq
the broader context of continuing professional education. There
is widespread agreement on the demands for professionals to

continually increase their competence and on the range of oppor-

tunities to do so. There is also widespread dismay abou: the lack

of participation in continuing education. vHalf of all‘profes-
sionals fail to do so in the course of a year (Johnstone, 1965,

p« 76). Explanations for lack of participation include the
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beliefs that tco many professionals care too little zbout life
long learning, and that too many continuing educatibn programs
are too little related to professicnal practice. Clearly there
arve many facilitators and barriers to participation in contin -
ing educatiqn. .A major challcﬁ;u -1 Lie use oL Lne proposed
self directed approach to life long learnipg is td utilize the
alternation between knowledge and action to assist the facili-
tators and to minimize the barriers that influence continuing
professional educaﬁion generally.

To recognize that self-dirsctedness in learning is a contimum,
which can bz used By proféésionals to discover ways in which
learning effectireness can be improved. The focus of the
proposed approach is on a high degree of individual resﬁonsibility

for decisions regarding edmcative activity. The approach can be

used by all professionals to help them (a) to reflect on the

extent to which they zre self directed learnmers and (b) to
identify points at which they want to hecome more self directed.

To appreciate the several ways in which the proposcd approach

“to life long self directed education can be used. The main

applications of the proposad approach include: a) to describe
procedures by which the hezlth professional can continue to
increase his competence, b) to indicate ways in which leaders

of health teams can assist other team members to continue their

.education, c) to specify useful tasks for‘"linkége_agents" engaged

in the development of health manpower in a region, d) to provide
a rationale that can facilitate the efforts of health profes-

sionals to make the transitiem from one szpecialization in their
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field to another, and e) to suggest implications for ways in
which preparatory education programs in the health sciences better

prepare professionals tor life 1l.ag self directed education.

The foecus of this chapter is on professionals in the health sciences.
There are many similérities in effeétive continuing education for the
dentist, nurse, physician, and medical social worker because of their
similar preparation and parﬁicipation as members of health teams. In

this chapter, the term "professional” is used to refer to all types of
professionals in the hgalth sciences, when statements about conﬁinuing
education are app;icable to all health fields. There are, however, some
unique characteristics of each type'of health professional that iﬁfluénce
their Eontinuing education. Reference is made to specific types of health

professionals at points at which their roles differ regarding continuing

’

edﬁcation.

Part two of this chapfer presents an approach to thevmentor role
by which the individual can guide his own professional development. This
aééioéch describes the basic dynamics: of the se1f directed learner in
action. Part three contains examplés of actﬁvities related to the proposed
approach, which have occurred in the health professions. The examples are
- provided to fécilitatg adaptation and application of the proposed approach
to specific situations. Part four pfovides guidelines for "linkage agents"
engaged in the development of health manpower in a regiom, by whicﬁ they
can assist professionals to continue their education in more self directed

ways.

.
é
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PART TWO: MODEL OF MENTOR ROLE

The process of effectively planning and guiding continuing
education is basically the same whether the leamer is sonebody else or
oneself. The basic similarities are described in the subsequent
sections on the components of the mentor role. The fundamental decisions
* and procedures for each of the combonents occur, at least implicitly,
in both self education and education of others., In bnth instances, the
mentor takes learner needs and situational influences into account in
the selection of educational objectives; in both instances, he organizes
learning activities; and in both instances, he makes judgements about
the effectiveness of continuing educatioq efforts. There are, of course,
some differences. The\spccessfui self directed learner is able to
recognize and influence the facilitators -and barriers that affect his
learning. Those who are unsuccessful tyéically fail to do so, become
discouraged, and give up. Those with much experience in the mentor
role for others, learn to recognize learning problems, diagnose them
and then provide or seek assistance. The model of the mentor role

that undergirds this chapter applies to self directed education and

to facilitation of the learning of others.
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A professional who effectively plans and guides a major learii =g
episode for himself or another person typically attends to five interrelated.
compenents of the mentor role. The mentor role is comparable to thevteach-
ing part of the teaching~learning transaction. However, in self directed
education, the overwhelming emphasis is on the learning part of the trans-
action. The five components deal with needs, setting, objectives, activi-
ties, and evaluation. The components are interrelate&; and because their
intérrelationships must be considered, the planning or improvement of
continuing education can begin with any component and proceed to relation-
ships with'each of'the other components until all have beeﬁ taken into
account. The compOnents are not presented as a series of five steps. Even
.thqugh there is a great range of individual differences in the extent
to which practitioners systematically‘increase their competence and guide
the professional development of themselves and others, the facilitation of
learning is an important dimension in the role of many professionals in
the health sciences. A major challenge to preparatoryvprofessional
education is to increase the proportion of graduates who are self directedi
in their continuing professional education. One valuable result wili bev
to increase the proportion of practitioners who are role innovators, and
Who ‘explore new ways in which the heélth profeséions can be of service .
to sO§iety (Schein, 1972, p. 51). The proposed approach to the mentor
Tole provides a rationale to facilitate efforts of the professional to
‘alternate between action problems énd knowledge“EéSburces (Houle, 1969,

P. 562). The remainder of this part ‘provides an overview of the five
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components of the mentor role. The par: concludes with a list of
activities in which a professional and another person can engage to help

the professional to continue his education in a self directed way.

Need Appraisal

A practicing professional is unlikely to change ﬁuch unless a
gap is identified between his Or her actual present behavior and a changed
behavior that is deemed more desirable. The term ''behavior" refers to
knowlgdge, skill, attitude, and also the combination of all three in the
form of performance. In the deséription of actual practice, unless records
of observations aqd decisions are made and.reyiewed, many practitioners
will be unable to accurately describe their practice (Osler, 1906, p. 431;
Patient Caves May 15, 1971; p. 11). One way to define more desiraﬁle
behavior is by reference to criterion performance based on attainable
standards of excellence that reflect the performance of the most able
professionals in the fieid. vIn the formulation of standards of excellence
for health professionals, reference should be made to_the impact of their
performance on health maintenance and patient care. Professional practice
provides the context and reférence pointsvfor the need appraisal process.
The gaps that are idenfified can be thought of as needs,-weaknesses,.or
deficiencies. They can also focus on content, performance, goals, process,
or opportunities. There are usually too many gaps for a professional to attend
- to at once, so some method for selection must be used, such as to focus on
the major areas of practice (Brown and Uhl, 1970, p. 166%4). The identifi-
cation of some méjo; gaps Serves two purposes. One purpose is to provide

the basis for the selection of educational objectives and -learning activities.
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The second purpose is o assure that the person who would change has
moved from apathy or slight awareness regarding the gap to interest and
commitment to narrowing the gap by a change in his behavior. The habits
and defense mechanisms of most professionals, along with the restraint
from their autonomy and authority, are sufficiently strong sO that some
unsettling event, such as a difference of Qpihion with peers or the
review of the results of need appraisal inVentory,is required to "unfreeze"
the individual and to stimulate sufficient motivation to engage in
systematic educative activity to bring aboﬁt the change (Cooper, 1970,

P. 19; Friedson, 1970; Lewin, 1953). The individual professional must
usually participate in the need appraisal process by which the major gaps
are igentified, if he is to be moved to co much to close the gaps.,
‘Personal self analysis is especially important'becauSe the selection of
the most urgent needs is the most impOrtant Way in which the professional
can set his educational priorities. Other people can assist with the
process, however. One way is by providing a rationale for the need
aﬁbraisal process including specification of the.types of information

to be ccllected and_analyzed. ' Examples of such types of information
include evidence of patient care based op auéits of patient charts and
surveys of patient percepfions, evidence of aspirations and critical
incidents releted to professional practice, and the categories of diseases
that.are eﬁphasized by the health agenCies. A second way is to provide
convenient procedures for the professional to identify the major gaps for
himself. A third way is to work: Wlth the most able profe351onals in the
field, a sort of college of peers, to prepare attalnable standards of

excellence to use as criterion performance that the profes31onal can
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compére with his actual present performanpe in order to identify the major
gaps. The need appraisal process provides a method for linking continuing
professional education with professional practice, and also identifying
educational needs of professionals'that transcend problems of préctice

and that explore opportunities for care - «j - chment.

Awareness ‘o. oetting

Both professional perférmance and educative activity occur within

a societal and professional context that influences the performance of the
individual practitioner. dne component of the mentor role is becoming
awvare of the major influences in the professional setting and harnessing
some of them so as to increase the likelihood of professional development.
There are three types of contextual influences on continuing professional
education. One type of influence is the set of criteria against which the
effectiveness of continuing education is judged. For continuing'education
for health professionals, the main criteria are improved patient care,
increased health maintenance, and enriched health careers (0sler, 1906,
Pp. 331; Dryer, 1962). Another type of contextual influence is the set of
positive influences and resources that facilitate participation in con-
tinuing education. Examples of such facilitators include the high value that
the health professions place on life long learning; the encouragement and .
help that is available from frogram sponsors such as universities; associa-
tions, and community hospitals; the educational materials that are avail-

hospital quality assurance programs; requirements for relicensure;
able to the self directed learnmer;/and the growing public concern about

quality control in the health care field. A third type of contextual

influence is the set of negative influences that serve as barriers to
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continuing education participation. Examples of such barriers include
widespread professional insulation from normative étandards, insistent
demands for patient care, an overwhelming torrent of new information and
developments, and the higher costs of many of the methods of continuing

education that have a greater impact on patient care.

Setting Objeckives

’.‘-\.. v

The health.professional typically confronts far more gaps to be
narrowed by continuing education than he can attend to. Priorities must
be set, if only by default. Some practitioners deal with this choice
situation by ignoring all gaps or by participating in the continuing
education programé that make the earliest or the strongest appeal, up .
"to the point at which further time for continuing education camnot’ be
justified. A component of the mentor role of the self directed learner
is the selection of objectives upon which to focus his c0n£inuing educa-
tion activities. The selection process includes a review of the éourqes
of objectives and a listing of the major objectivés that might be attended
to. The main source of eaucatiOnal objectives is an analysis of profes~-
sional practice (Miller, 1967, p. 126; Brown and Uhl, 1970, p. 1667).
Other sources include opinions of practitioners,‘analyses of issues that
impinge on the professional field, and recommendations of experts in
: discipiines related to the professional field. The process by which
Objectives are éelected also includes the selection of the high prioripy
objectives by use of two criteria, desirability and feasibility (Tyler,
1950, p. 22-28). The desirﬁbility criterion reflects both the size of

the gap and the extent of the problem that is created if the gap is not



narrowed (Williamson, 1968). The feasibility criteria reflects the extent
to which the professional could actually do éomething that would substantially
narrow the gap, even with assistance. The self directed learner must
assume the primary responsibility for deciding on educational objectives.
There is perhaps no other component of the mentor role where his active
participation is more important. However, otﬂer persons can make secondary
contributions, Examples include helping the practitioher to reflect on

the relation between.alternative objectives and his career aspirations, or
indicating the amounts and types of efforts that others have had to make

to achieve an obje@tive that is being considered., With the combined contri-
bution by himself.and others to the ijective setting process, the pro-
fessional should be better able to select ijectiVes for his self directed
education that can restructure concepts that are directly applicabie to
professional practice (Oslef, 1906, p. 112), but that avoid overspecializa-

tion and dehumanization (Osler, 1906, p. 212-213).

Learning ‘Activities

The most .evident component of the mentor role deals with the
learning activities themselves. Learning occurs mainly as a result of
an interaction of individuals with new information or experiences. This
inter;gtion typically takes the form of activities such as reading,
listening, writing, discussing, and viewing. These activities have been
. developed singly and in combination in dozens and dczeng of learning
methods, most.of which are available for use in self difected education;
Tﬁis component of the mentor role consists of the selecfion and organiza-

tion of learning activities to achieve the educational objectives and to
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fit the learning style of the individual learner. It is assumed that the
mentor role components on needs, setting, and objectives have been
attended to and that decisions have been made regarding priority needs,
facilitators, barriers, incentives, and relevant objectives.

The range of potential learning activities from which the self
directed learner can select includes some th t are formal and pre-planned
such as a televised course, an auto-instructional Jearning module. and a
weekend workshop; some that are informal and organized by the learmer such
as reading, travel, and informal discussion with peers; and some in which
the learner guides the activity with the assistance of others who set
up the arrangements such as a consultation service, a preceptorship, and a
communication network. All components of the mentor role can.be highly
educative for the self directed learner who uses the decisions, problems,
.and actiﬁities that each entails as opportunities to learn more about
himself and about the topics that are studied. For example, in the néed
appraisal process, the identification of a gap between éctual and critgrion
p;rformaﬁce can yield valuable insights even though no effort is made to
narrow the gap. These insights can be similar to the shift from apathy
through awarenmess and interest to commitment in ﬁhe process of diffusion
and .adoption: of innovative practices. Within that same process, the
learning activities component can be similar to the triai aﬁd adoptioﬁ
stages. |

Some learning aqtiﬁities énable the iearner to try out new ways
of thinking or performing and to accomplish a change in behavior. ‘Examples
include reading related to clinical practiée or observation of a demonstra-
4tion.of a clinical technique. However, lea;ning about an area of professioqal

performance does not automatically lead to a competent level of performance
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let alone incorporation of the area of performance into regular practice;
Some learning activities are more likely to enable the learner to develof
a competent level of performance and the commitment that results in a
"refreezing" of new habit patterns ani subsequent utilization of the new
area of performance. These types of Zearning activities usually include
opportunities for the learner to practice the new area of performance in
settings similar to actualvperformance. Examples include role playing
and computer based simulation of diagnpstic procedures.

Thé a;in éritérién féf the seléétion and organization of learning
activities is the achievement of the specific educational objectives that
vere selected as of high priority. This fitting of activities to objectives
should take into account Both the confent that is being learned and the
behavior of the learner that is to be changed (Tyler, 1950, p. 28-30). When
a problem solving approach is used in which basic and apblied science infor-
mation 1is integfated with clinical procedures, it is more likely that the
objectives will be attained, and that the learner:will be actiQely engaged
in activities that are seen as relevant and that‘proviae intrinsic incen-
tives (Miller; 1967, p. 126; Schein, 1972, p. 46).

Andther criterion is the fit betwegn learning activities and the
learner's preferences and.style-of learning. Some adults st;&ngly prefer
to encounter a highly structured presentation by an acknowledged authorify,
sﬁch as a recorded lecture on a tape cassette. Some other adults strongly
prefer a less structured way of exploring the same content, such as an
informal discussion with kno&ledgeable peers. I each has available
materials and activities that fif his preferences, it is likely that their

motivation and the learning outcomes of both will be greater.
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Evaluation

The remzdmimg compe.:nt of the mentor role is evaluation. This
is the process by whiz\ persous associated with the educational.activity
make judgeménts about rffectiviaess based on evidence in ways that encourage
use of the conclusions .o imprawre the educational activity. In self
directed education, these¢ judements are made by the lgarner himself and
sometimes by those who =xy to facilitate his efforts. The main type of
judgement is a comparizon between expectations and performance. For
example, how close did the expected outcomes of an observational visit to
a clinic correspond té the actual Outcomes? Or, how well did the visit
with the consultant measure up to ekpectations? In general, evaluation
consists of a monitoring or continuing diagnosis of the educational
activity to identify unsatisfactory aspects that can be improved, and to

identify satisfactory aspects as a source of encouragement to continue.
Further evaluation related to the unsatisfactory aspects :an indicate in

greater detail how to improve the activity. Assessment methods such as
Goal Attainment Scaling allow both program evaluation and immediate feed-
back to participants (Kiresuk and Sherman, 1968). The following
questions illustrate the aspects.of the educational activity that might
be the focus of eﬁaluétiOn. Was the scope of the educational objectives
too broad, too narrow, or just about right? Did the gaps that were
identified turn out tq be among those with the highest priority? Were
the learning activities planned so that they fit well with other commit-

ments and personal preferences? Were the benefits of the continuing

-education activity worth the investment of time, money, and effort?

MLinkage ‘Agenit" Role

In practice, if someone with :egional staff development responsi-

bility wants to Earilitate the efforts of a professiomal to perform the
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mentor role in order to guide his continuing education in . self directed
way, the facilitative tasks of the regional staff member stould be -
responsive to the specific ways in which the professional performs the
mentor role. Some facilitative tasks occur before the encounter with the
health professional and some occur during the time period.during which
the professional is pursuing a specific goal., The éctivities of both the
professional who is continuing his education and the regional staff
member who is trying to assist will vary from instance to instance, depend-
ing on the background of the professional and the educational goal he
pursues., A centralvpurpose of the regional staff member should be to
facilitate the efforts of the professional to alternate between action
problems and knowledge resources. The following list illustrates the
types of activities in which the professional and the regional staff
member who performs the "Linkage Agent" role might engage, as they
interact.
1. The professional becomes aware of an unsettling trend in his
clinical practice, such as a high proportion of his patients
who do not follow a recommended therapeutic procedure.
"linkage agent" who is
2, In discussing this unsettling trend with a / engaged in’
the development of health manpower in the region, the professional
éopcludes that the-probiem seems to belone of the most urgent
onec that confront him and his patients.
3. The professional decides ' ‘to,keep more
careful records on this'actipn_problem to be abie to more
precisely describe the problem aﬁd his professional practice

related to it

raged e BE el e T
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The "Linkage Agent" identifies other professionals

with similar concerns about the action
problem, and arranges for all of them to meet together to

discﬁss the problem and their typical approach to it. This

could occur in a hospital setting or in relation to local
professional association activities.

The "Linkage Agent" agrees to assemble informatién about

the ways in which some especiélly able practitioners deal with

the action problem. |

The professiénal identifies the gap between his actual present
performance and ‘the standard of e#celleﬁce reflected in the
performance of the especially ablé practitioners. The concurrence
by tﬁe other professionals who share his concern provideg some
reassurance that the gap is a worthwhile focus for his efforts.
The professional and his peers discuss the major influences

that relate to the action probiem, as a basis for deciding on

the avallable knowledge resources and other factors in the
setting that should be taken into accoﬁnt.

The professional discusses with the "Linkage Agent" the importanée
of the action problem and thé_extent'to which other professionals

have'substantially improved their performance, as a basis for

" deciding on the relative priority to give to closing the gap.

The "Linkage Agent" arranges to help the professional to assemble
some information about the action problem. |

The professional decides to change his practice regarding the
action problem so that it is moré similar to the standard of

excellence. He reads about the problem area and talks with



30 5

some practitioners whose practices reiated to the action problem
are simila; to the standard of excellence.

11. The professional decides to try the new practice and to keep
careful records regarding the results.

12.  The professional reviews his records related to the action

problem to be reassured whether the new practice is more

effective or to make further modifications if it is not.

Tﬁé foregoing part of this chéptér has presented an approach
to the mentor role that includes the interrelated components dealing with
needs, setting objectives, activities, and evaluation. This mentor role
is perfofmed by the self directed learner for himself. The cﬁmponents
also provide the basis for activities b& persons who pgrform the "linkage
agent" role who aim to facilitate the continuing education efforts of health’
professionals. The next part of the chapter presents examples qf ways in

which this approach can be used in life long self directed education.
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PART THREE: THE SELF DIRECTED LEARNER IN ACTION

The foregoing model of the mentor role can be used in various
ways by persons associated with the health sciences to facilitate iife
Jong self directed educatién; This part describes and
illustrates  six major ways in which the model can be used. The
examples ha&e ;een drawn from the health fields. The six applications
of the model relate to need appraisal procedures, specification of
objegtives, learning activities, evaluation procedures, study of con-
tinuing éducation as it rélated to professional practice,’andlfacilitation

of utilization of educational resources.

Need Appréisal Procedures

Each p£0fessional has some conceﬁt of his needs for continuing
education. This. concept is implicit in the choices he makes, such as to
read one journal article and not another, and to attend one session ét a
professional meeting and not another. Even the practitioner who does not
engage in any continuing education activities reflects his implicit

appraisal of his needs for increased competence -in comparison with



alternative uses of his time, money, and effort. The professional who
depends on participation in formal continuing education programs can deal
with his educational needs at an implicit level by participating in pro-
grams that intuitively seem to meet his needs. However, the.professional
who is more self directed in his continuing education must deal Qith need
appraisal procedures in more explicit ways. The purpose of this ssction
is to describe some procedures that a professional can use to delimit the
scope of his need appraisal effort, to collect data about actual and
criterion behavior, to analyze data in order to identify the major gaps
or needs, and to recognize how to use the conclusions as a foundation for
his continuing education efforts. Because some parts of the need appraisal
proccess depend on data collected from persons other than the professional
himself, persons who perform the "linkage agent" role can be especially
useful in relatioﬁ to the need appraisal component of self directed
education.

Because educational needs have some connectiop with most aspects
of a person's professional activities, it is necessary to delimit the
seope of the need appraisal process if it is to be manageable. Otherwise
the costs would‘bé greater thamn the benefits. The usuval way has been to
select the major and emerging areas of practice in which the professiénal
is engaged. In part, this selection reflects trends in the individual's
career, such as the development of a new specialization or the assumption
of .administrative responsibilities. The selection should also emphasize
the areas of practice in which the professional spends the most time.

The selection can also take into account the number of patiénts who are

served in each area of practice, the seriousness of the health problem
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that they confront, and the amount of disruption that the health problem
causes in their lives and in the lives of other people associated with
them (Williamson, 1968). There are three main ways in which other people
can assist the professional to delimit the scope of his periodic appraisal .
of his needs for continuing education. One is to provide an overview of the
need appraisal process so he selects procedures that serve his purpose
well. Another is to provide a guide for the collectidn of data for an
accurate description of his current practice (Patient Care, May 15, 1971,
P. 11). The third is the provisién of commuﬁity data about the incidence
of various health problems, such as is provided by mortality and morbidity
statistics, and health agency reports on various categories of health
problems.

The eollection of data about needs includes decisions about the
sources of data, the types of data to be collected, and the methods of data
collection. The main source of data sbout educational needs is the
professional himself. Other sources include outstanding practitioners,
persons who work closely with the professional, patients, and experts.

The types of data to be collected include descriptibns of the actual
behavior of the professional related to the seleéted major areas of prac-
ticef and descriptions of eriterion behavior which includes his aspira-
tions, other people's expectations, and the behavior of oﬁtsténding
practitioners. This inforgg;;qg typically includes both quantitative data
sﬁ;ﬁu;;“;gsﬁégﬁof time spent or test scores, and_qualitative data such as
:descripfions of procedures and expressions of opinions. Most need appraisal
data is collected by one of four methods--health records, survey”re;earch,

tesfing, and observation. In general, data about the actual behavior of
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the individual professional is collected from him by means of self administered
inventories, review of his records, and sometimes tests, iﬁtervieﬁs and
observation. Supplementary data can be pro?ided b& peers and patients.
Data about the aspirations of the individual professional is typically
collected from him by survey research methods such‘as the questionnaire or
interview. Data about the actual behavior of outstanding practitioners to
use in describing criterion behavior or forming standards of excellence is
usually collected by the same methods as for the comparable data from the
individual professional. Another way to prepare a description of criterion
behavior is to obtain a consensus from a representative group.of peerc
regarding the behavior that they consider excellent and that can serve
as an attainable gtandard. |

The'collection of data from health records is an especially
promising method for the purpose of need appraisal. To the extent to
which the health professional makes a careful record of his clinical prac-
tice, including thé diagnosis of the problem, the reﬁediation and therapy
that is prescribed and followed, and the results that are obtained, the
recérds provide a valuable link pin between practice and education. The
health records could provide the basic data from which to reconstruct -the.
essence of clinical‘practice. Major changes in clinical practice should
be reflected in changes in the health records. This is’ especially so for
the ph&sician but could be so for almost any health professional. The
health.records_could also provide‘thelbasic reference point for comparison
between practice and standards of excellence to use for both nezed éppraisal
and evaluation (Miller, 1967, p. 1265 Brown and Uhl, 1970, p. 1663-1665).

In actuality, much depends on the accuracy, completeness, and comparability
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of the records that are made (Cross, 1969; Weed, 1970). A variety of
medical records can be used including patient charté, other hospital
records, health office records on patients, aﬁd clinical notes. The
minimum requirement is that the record include the basic decisions made

by the healthlprofessional regarding individual patients, and the main
circumstances surrounding each decision. For purposes of self directed
education need appraisal, the professional himself or someone associated
with him can review a4 representative sample of records related to the

- selected major area of practice, and prepare a description of his typical
behavior. To the extent to which the records are adequate and the behaviors
readily identifiable, the task of descr;bing typical behavior is relatively
straightforward. A caution should be noted. Some of the efforts to con-
duct a similar review of health records, such as a peer review of ﬁospital
records (Richardson, 1972), noted inadequacies of records and inconsistencies
when independently prepared summaries by qualifiéd peers are compared.
However, when an individual professional periodically reviews his own
records to describe his own practice in an effort to incréase his own
competence, cne result should be health records fhat are adequate for
periodic need appraisal. Also, the reliability of data collected from
records can be increased by the use of standérd definitions and'forms for
data collection.

-S&rvey research methods such as the questionnaire and interview
have.been the mEFhOds.most fréquently used for need appraisal studies. The
self administered questionnaire, or inmventory, is especially applicable
vfor the self directed learner. The survey instruments for studies of use

of prafessiénal time (Brody, 1970) and of educational needs and interests
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(Callan and associates, 1969), contain items that could be included in =z
self administered and scored inventory. Major sections of the instruments
used by Storey and associates (1968) could be used in this way. Persons
engaged in the development of regional health manpower could in three
major ways fucilitaté the efforts of self directed learners to appraise
their educational needs. One is to provide copies of inventories related
to various health fields. A second way is to obtain and provide normative ..
d;ta on responses to the inventories that could be used Ey self’directéd
learners to interpret their own responses. fhe third is to obtain‘énd
provide survey research data to present the perceptions and expectations
regarding health care by patients (Fisher, 1971), experts, and the types
of persons who work closely ﬁith thé professional.

The examination has a long history as a means of quality control
for professions, and it is receiving renewed emphasis for that purpose.
The use of the exam as a method by which the professional can obfain
inforﬁation about his cdmpetencies aﬁd needs for continuing is a more
recent development (Pgtient Care, May 15, 1971, p. 29, 31). A profile of
sub-scores from an exam can indicate to a professional his current ievel
of knowledge, and @ comparison with normative data can enable him to identify
the major gaps. Various types of e#ams have begn proposed and used for this
purpose. Iﬁcluded are the speciélty board certification {Holden, 1970), -
the challenge exam for relicensure (Hubbard, 1971, p. 422), the self
assessment exam, and the use of simulated patient problems for the i&entifi—
cation of deficiencies. in diagnostic procedures (Williamson, 1965).

Although it has seldom beén used fqr the purpdse of continuing

education need_aﬁpraisal, observation is an applicéble method of data
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collection in some instances. The specific procedures for recording data
include anecdotal regords, check lists, and rating scales.
Regardless of the method of data collection, the purpose of this
~ phase of the need appraisél process is for the self directed learner tb
make explicit his present behavior (gnowledge, skill, attitude, performance)
and the behavior to which he aspires related fo the selected major areas
of practice; and to discover hoﬁ these two categories of:behavior are
perceived by others. "Linkage agents" can assist by providing instruments
that the self directed learnmer can use to collect this data from himself
and by providing summary informafion about the performance, expectatioms,
and perceptions of others. |
The analysis of data about edugational needé consists of com-
parisons among four categories of data to discover gaps and disérepancies.
Listed below are the basic cbmparisons for each major area of practice,
that are made by the éelf directed learner to complete the need appraisal
process.,
1. Compare his description of his current behavior with the behavior
to which he aspires, to identify the gap as perceived by himself.
2. Compare his description of his current behavior with a descrip-
tion of his current behavior as perceived by others, to enable
him to confirm or modify his self report.
3. Compare the bekavior to whwh he aspirés with the comparable
behavior of outstanding practitioners, to enable him to discover
how excellent his aspirations are. . |

. Compare his description of his current behavior with the comparable

behavior of outstanding practitioners to enable him to discover
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the gap that exists in relation to standards of excellence.
These four comparisons allow the professional to place his performance and
aspirations in perspeptiveland to recognize the gaps and discrepagcies that
are most important for the appraisal of his educational needs. The remain-
ing four comparisons will help the professional to better understand his
own educational needs in relation to those of his peers.

5. Compare his description of his‘eurrent behavior with normative
irformation about comparable behavior by his peers, to endble
him to discover how typical his behavior is.

6. Compare the behavior to which he aspires with the coﬁparable.
aspirations by his peers,to enable him tc discover how typical
his aspirations are.

7. Compare the current behavior oj’his peers with the behavéor to
which they aspire,to identify their gap as they perceive it.

8. Compare the current behavior of his peers with ihe comparable

behavior of oﬁtstanding practitioners, to identify their gap

in relation-tc—standards-of-excellences T

In order to illustrate »ome of the ways in which these compari-
soné might'be made as part of the data analysis stage of the need appraisal
process by a self directed learner, dd&ptations of several need appraisal
procedures are describad below.

A powerful procedure for need appfaisal might be termed the
health cdre audit. Although this way to appraise needs has evolved maiﬁly
for use with physicians working'in.hOSpital éettings; the basic procedures
can be used with most health professionals in most of the settings in which
they work. One of the mosﬁ complete set of specifications, procedures, and

forms is available from the Professional Activity Study anc the Medical
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Audit Program (PAS*MAP) of the Commission on Professional and Hospital
Activities based in.Ann Arbor, Michigan. A4 health care audit has the
follawing features, most of which could be adapted for the health pro-
fessional who is not associated with a hospital or similar health
facility (ﬁisele, 1967, 1969; Brown and Uhl, 1970).
1. The professioﬁaz must: complete a problem-oriented patient
record based on his interaction with the patient (Weed, 1969).
The content of this record varies among he#lth fields, such
as medicine, deqtistry, nursing, and medical social work.
However, to serve as the basis for a health care audit, each
record should be organized around a health problem of a patient
and shoﬁld include.informatioﬁ abbuf the symptoms of the problem,
situational and personal factbrs that seem to be associated
with the pfobleﬁ, the diagnosis of ekplanation of the probable
causes of the problem, the plan for remediation, the therapeutic
or remedial or patient management activities that occur, and
the outcomes or results. .
2. Priority is usually assigned to some arveas of practice in which
to concentrate the initial health care audit (Williamson, 1968;
Brown and Uhl, 1970).' A typical way is to select those health
‘preblems that cause the greatest amount of preveptable disability,
as reflected in incidence, severity, and extent of disruption
for the patient and others associated with him.
3. The patient vecords are sﬁmmarized for ease in stofage and
retrieval. I1f there is é large number of records, such as would

occur in most hospital settings, it will be necessary to embloy
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a record librarian or someone comparably skilled in abstracting
and modern data handling methods.
4.  The person or persons whose continuing education needs are to
be dppraised, participate in planning and conducting the health
care audit. This makes sure that the focus of the audit is
the professional'é own patiénts and experience, increases the
relevance of the activity and commitment to use the results,
and minimizes concern about external intérference in professional
'activities. Even when a‘single practitioner is conducting an
audit for himself, it would be helpful for him to arrange for one
peer to work with him to plan and conduct the audit} The other
member of the "audit committee" can provide experiénce, perspec-
tive,'and interpretation.

5.. A crucial task of the audit ;onmﬁttee is to agree upon criterion
performance. This criterion pefﬁormance consists of an attainable
ideal or standard against which to judge actual performance by
the professional or professionals engaged in need appraisal.

If a large numﬁer of persons'are gngaged in an audit, such as
all of the physicians'associafed with a service of a large
hospital, it is well for.all of them to serve En rotation as
members of the audit committee, because of the great benefits
frém helping to decide on criterion performance. Review of the
patient records of a sample of professiomals who are acknowledged
as outstandiﬁé pactitioners can help greatly in arriving at an
.agreed upofl standard that is an attainable ‘ideal.

6. The actudl performance bf the health professional (or members of

the Audit Committee) can then be compared with the eriterion
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performzr.cz to identify ihe gap to bz narrowed through continuing

educatizz. The professimmal who has-participated in the health

care audit grocess is far more likely to accept the gap as
something:to do something about and to have seme ideas about what“

to do about it, than a comparable professional who merely has a

deficiency pointed out to him.

7. In addition to need appraisal, the health care audit has the
following benefits. |

a. The professionals' behaviors for closing the gap to impfove
patient care can be translated directly into objectives
for continuing education.

b.. Thé behaviors that ére‘needed to close the gap can indicate
the relative emphasis in the educational activity that
should be given to knowledge, skill, attitude, or performance.

¢+ The educational objectives are'likeiy to be closely related
to improvements in the quality of patient care.

. d. The'prﬁfessionals are likely to be motivated to increase
their :ommetence when they see aﬁbnymous.cqmparisons'Eetween
their perSFormance and criterion ﬁerformance-

e. The results of a periiodic health care audit can help to
evalumze the impact of continuing education activities.

i 'Tbe health care audit can be conducted in:almost any setting

;in-whicﬁyhealth professionals work. Where there is little
contact wiith peers, it may be necessary to provide descrip~

tions of procedures and information on criterion performance.
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The most widespread procedure for systemétically ascertaining
needs for continuing education is the need appraisal survey. As used in
many professional fields, it is a survey research procedure to obtain
summary information for planners of fofmal programs of continuing educa-
tion. Need and interest surveys have been conducted in various health
science fields in recent years, often on a state or regional basié
(Callan and assoeiatés, 1969) . One statewide survey (Castle and Storey,
1968) was conducted in the context of a project designed to demonstrate
procedures to help individual health professionals to diagnose and meet
their own educational needs (Storey and-associates, 1968). The proposed
procedures are especially applicable to self directed education, and
could be associated with any survey bf provision of self administered
and self scored forms, by provision of normative information to interpret
thé results, and by provision of advisers or peer groups to assist the.-in-
dividual ﬁractitioner. The augmented need dppraisal survey has the follow-
ing features. |

1. The entire process is helped greatly if there is some Qﬁganiza—
tivnal arrangement through which the professionals who are
wiZZiﬁé to appraise their educational needs can help plen the
process, be encouraged to participate, explore the implications

~ of the findings, and receive assistance in using the findings

to plan their continuing education activities;, This arrangement

for communication and interaction is typically associated with
the individual's professional association or society but it could
be associated wgfh a university, hospital, or regional medical

or health program. ILf a large number of professionals participate,
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one person from each location or area can serve as a member of

an advisory or coordinating committee amd he can also handle
distribution and collection of questiommaires and facilitation of
use of findings by individual practitioners.

A representative advisory committee can help with the selection
of sectionis of the questionnaire, adaptation of items, and plan-
ning of related procedures. The individual members of the
committee can be considered "faculty nembers" in a "college of

' This involvement will typically increase the relevancy
and utilization of the survey findings,\as'well as increase

the response rate. )

A self admimistered swrvey questionnaire is completed by the
professionals who want to appraise their needs. When only one

or a few professionals participate, the procedures should

result in twwr copies, one for the professmional and one without

" a name attached for the.survey coordinatwmr. The completed copy

that is retafined by the professional should be self scored so
that he can sasily analyze the results. The anonymous cépy that
is sent to the survey coordinator is fi— uyse in assembling noxma-

tive information to provide in summary form to the respondents

‘to use in the interpretation of their own completed copy of the

form. If a large number of professionals participate, it may

be more efficient to use a computer to amalyze the results and

to provide a summary of the analysis for each respondent.

The questionnaire should contain sections on needs and on re-

lated charvacteristics to be used for interpretation of the
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information about needs. For example, one inventory of the
professional's own continuing education needs contained the

foilowing five sections (Castle and Storey, 1968, p. 612).

a, professional characteristics
b. circumstances of professional practice

. : /
c. currently available continuing education opportunities
d. individual perceptions of continuing education needs

e. major patient problems encountered in practice
5. Someong in the role of "linkage agent” or continuing education
adviser should talk with eack professional who completes the
survey quectionnaire., The purpose of these conversations is ‘
to assist with interpretation of findings and use of findings
to plan the professioﬁal's cantinuing education activities.
6. Provision must be made for the preparation of materials for zwe.
%n the survey. The materials include the plan for a survey,
ropies of questiénnaire forms, instructions for the cdmpletion
and amalysis of the questionmaires by the practitioner, instruc-
tions for the preparation of normative information for interprgta-
tHon of findings; copies of summaries of normative iﬁformation,
~and lists of materials for further study that are keyed into the
,‘professional's:péffOImance on the survey.
jA neea appraisaljb£ocedure that has recently been implemented in
a-variéty of health fields is the self-assessment inventory. This proce-
. dure is simila£ to an e#amination e#cept that it is self .administered by
the professional to diagnose his own knowledge and to some degrée competence.
There is no passing or failing grade. The bfoféssional compares his per-

formance on the inventory with a criterion or normative ‘standard in order
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to identify his strengths and weaknesses, so that he can plan his continu-
ing education. Most of the inventories have used a large number of
objective items such as multiple choice questions, grouped by major areas
of practice within tﬁe health speciaity (e.g., Hubbard, 1971; Daeschner,
1971). An alternative type of instrument that pléces greater emphasis
on the assessment of clinical judfgement is 5 set of simulated patient
management problems (Williamson, 1965). The self-assessment inventory
has the following features. | | |
1. An inventory is developed to assess basic knowizdge iv q health
science specialty by an organization that is emmpetent in test
' consfruction. Experts ammiﬂeadeis from a Iealth science
specialfy field such as:surmery, nursing, or mental health, in
.which the inventory ‘is. to be used contribute to a pool of test
items and in othei ways help plan the inventory. Test specialists
. f;om the testing Qrganiz;tiun such as the ﬁational\Board of
Medical Examiners or Educational Testing Service, do the
. technical work in the preparation of a baléncaﬁﬂﬂndlcliﬁically
oriented inVentory; Most of ‘the items in the fmventory deal
with topics that are basic-or emerging for most practitioners
insthe specia1ty. Tﬁe items are grouped in standard categories
within the specialties to allow the scoring of sub-scores.
2.. The individual proféssional'obtains the inventory materials,
"éampZeteé;the set of items and sends the answer sheet to a
bonded agéncy.. The'prdfessional's name is separated from an
.idenfification number which preserves the anonymity of the'

‘professional who completes the inventory. No information about
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his personal performance is available to any testing organize—
tion, professional association, government agency, hospital, or
university.

3. The bonded agency sends the answer sheet with the anomymozz
identification number to the test?iﬁg organtization for scorii

- and returns the report on performance to the professional vis
the bondédvagency. This procedure accumulates normative imfr-
mation about the performance of a large and representative
sample of peers in the health specialty. The scoring of the:
answer sheet and the'preparation of the report on performemie
is handled by a computer. Only the bonded agency has botin e
individual professional's name and numbef. The report is ==mt
to him in an envelope that he addresses and the envelope i
marked confidential.

4. The report on performance includes. a total score and sub-scevess
for each of the categories that indicate the per cent of pagres
who scored lower than the professional. The compﬁter also perincs
out brief interpretations of tﬁé performance that fit the

_ to use the results diagnostir=zly.

profile of scores. This print out enables the professional '
5. The set of materials sent to the professional also ineludes a

listing of reference materials. The list of materialsv and

}earning resources are keyed into Jlevels of performance on. the:

inventory so that the professional can increaselhis knowledge

on topics for which he recognizes a need for increased unde;—

standing and competence.

6. A short "fom of the inventory could _be 'scored by the individud;

ERIC . as long as a set of norms had been prepared.
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7. Sumary information could be used by sponsors of comtinuing

education programs to guide program development.

Regardless of the procedures that are used to collect and

analyze data about continuing education needs, the main criterion of

effectiveness of the.procedures is the utilization of results., Need

appraisal proceduxes with the following characteristics should effectively

contribute to utilization for program development.

1.

2.

3.

-7

- 8.

Flexibility that allows the individual practitioner to focus his
need appraisal on his priority areas of clinical practice.
Availability of other persons to discuss the need appraisal pro-
cedures_with the practitioner{ including rationale, results,
planning, and implementation.

Production of a description of the practitioner's actual current
behaviors in the selected areas of pfactiee.

Provision of descriptions of criterion behaviors or attainable

standards, based on normative data about peers, performance

of highly competent practitioners, or consensus regarding

excellent practice.

Comparison of cus;ent'performance with.criterion performance to
ident%fy gaps as a basis for selection of objectives for continu-
ing:education. i

Arfangements that preserve the anenymity of the individual practi-
tioner end minimize threat and defensiveness.

Provision of information about learming resources to increase

competence, that are keyed into the gaps that are.identified.

Repetition of need appraisal procedures to provide'continuing

- diagnosis and evaluation,
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Specification of Cbjectives

The professional who is‘engaged in self directed education ié
forced to select some objectives for increased.comﬁetence and to disregard
many others, ﬂost health professionals donfront an almost overwhelming
number of problems and oppgrtunities that call for increased competence.
Even if the individual professional only attends to the needs for increased
competence for which there is a high sense of urgency, the selected needs
typically extend far beyond available resoﬁrces of time, mcney, and
energy. The individual is forced to select, if only in the most intuitive
and even accidental way. The specification of priorities and selection of
objectives can be a more useful process‘for the self directed learner if
he has a way 'to conceptualize the process and some procedures so that the
continuing education activities that are undertaken will se mo§t beneficial
for the effort invested. A basic and widely used way of conceptualizing
the process by which educational objectives are specified has been developed
by Tyler (1950).

Procedures that the sélf directed learner'can use to set priorities
regarding the selection of continuing education objectives can be helpful
in several ways in additién to aésisting him to select from an overwhelming
array of sometimes competing objectives. One way is to hglp him to avoid
overlooking some educational objectives that are exceedingly important to
him but that may not otherwise be sufficiently_evident to be considered.
Fo:“g§§?ple, learning an attractive new meéical procedurg may be more
éasily considered as.an educational objective than impfoving'a basic

patient management procédure which could be far more beneficial to a large
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number of patieats and to the proﬁessional's practice. Another way in
which more explicit objective setting procedures can be helpful is -
improving the fit between the needs that are identified and the learning
activities that are undertaken to meet the needs. A continuing process

of reviewing and modifying the relative importance that is assigned to
continuing education objectives is one of the best means of assuring the
relevance of continuing education gnd of increasing the application of
what is learned. In general, a more explicit process for objective‘setting
can increase the utility of continuing education for the individual and can
increase the likelihood that he will learn something he can use.

The objective setting procedures for self directed education can
be grouped in thrée phases. The tﬁree phasés are reviewlng Sources of
objectives, applying criteria for selection of objectives, and stating
ﬁhe selected objectives.,

The self directed learmer should coﬁsider'many of the same
sources of objectives that are considered by the plannefs of formnl
programs of continuing education. - Such planners often depend on popularity
of topics and preferencés of experts. Topics of continuing education pro-
grams which many peers attend are assumed to be meeting a need and can be
conﬁidered by a professional as possible topics for his own continuing
education. Topics which are selected by resource persons‘in‘continuing
education programs and facﬁlty members iﬁ professional schools tend to
ieflect their view of iﬂportant developments in the field and should also-
be conside?ed. Regardless of how satisf;ctory these two sources of ob-
jectives may be for some formal prograﬁs of continuving professional education
in whiéh a sufficient number of enrollees can be taken as e&idence.of

relevance, they are not sufficient for the self directed learner. For the
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professional who guides his own efforts to increase_his competence, the
educational objectives that are selected should be more specific and
personal. The two main sources of objectives ave information related to
the health and illness of his patients and information‘related to Iiis
own career,

The basic information about patients results from the need
appraisal process in which'gaps are identified between the professional's
actual current behavior and criterion behavior.  The sources of this
information include analysis of practice sﬁch as the health care audit,
health statistics such as hospital records, and expert opinion. These
sources of objectives reiated to the improvement of patient care and
health maintenance tend to be closely associated with the professional's
current occupational activities.

‘The self directed learner should also examine his own'career
as a source of objectives. One function of continuing education'is the

enrichment of professional careers. If current professional practice

G:\:

was the only source of objectives, the resulting continuing education

.activities would be too narrowly prescribed in scope aﬁd in time. Most

professionals are specialists and run the risk of overspe;ialization

to the point that they loge perspective on their professicnal role withip

the larger context of themselves as a human béing (HOule; 1969, p. 573).

EVen'within the professional field, a gréater understanding of related

specializations helps the professional to restructure concepts instead of -
This is especially important for the most innovative professionals.

just adding bits of information (Schein, 1972; Houle, 1969, p. 576)./ An

exclusive concentration on current practice is restrictive because careers

develop and emerge. Two types of information can help'the professional
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to select continuing education objectives related to his own career. One
type is information about the individual's own aspirations. Another is
information about developmental trends in the career cycle of other health
professionals. An example of an emerging need is the mid-career assumption
of administrative responsibility by many professionals. Information

about career aspirations and career cycle constitutes a valuable and
neglected source of objectives for continuing education. These types of
objectives related to career enrichment are pertinent to both occupational
education and liberal education for professionals.

Most professionals confront a large number of potential objectives
and they are more likely to select some that have high priority for theﬁ
7f they have some criteri& to use, Two types of criteria that have been
useful for scfeening educational objectives relate to desirability and
feasibility. Three of the criteria related‘to desiraﬁility are the extent
of the health problem, the size of the behavioral gap, and emerging career
directions. Three of the criteria related to feasibility are realistic
objectives, available resources, and professional commitment.

HOne desirability criterion is the extent of the health problems
that confront the patienté whom professionals seek to serve. Some health
problems are more major than others, and improvements in practice related
to the more major problems would be expected to ‘be of greatef benefit to
thé'individual patient and to society than comparable improvements related
.to more minor health problems. Three indicators of the relative extent
Sf“ﬁealth_proBlems have been proposed (Williamson, 1968). They ‘are, how many
people are affected by fhe health problem, how much disability do they

experience, and how much social disruption is entailed?



51

A second destirability criterion is the size of the gap between
the profbsaional's actual curvent behavior and the standard of eriterion
behavior. This is perhaps the most important criterion and the basic
information about it shoﬁld result from the need appraisal process. If
this process is especially effective, it will not only identify the
larger gaps but also provide sufficientl, detailed descriptions of current
and criterionlbehavior to be able to state objectives as specific changes
in behavior that are needed to close the gaps.

The third dzsirability criterion is the professional's emerging

- career directions. The career cycle of most professionals shifts periodi-

cally, such as toward greater specialization, or toward more administrative
responsibility, or toward the integration of several specialties., It
would seem well to place more emph&sis on educationzl needs related to
aspects .of the career that are emerging than to aspects that are being
phased out.

One feastbility criterion is the extent to which the objective

~ can realistically be ‘achieved by the professional. There are various

ways In which predictions can be made about the likelihood that the
professional can change his behavior and achieve the objective. Persons
who are familiar with continuing education might advise the professional

about how likely he is to be able to achieve the objective. The r :fes-

~ sional can make an estimate for himself by comparing the characteristics

of his peers who already meet the standard, with the characteristics of
his peers who do not.
A second feasibility criterion is the availability of resources

tbbhelp close the gap. Examples of educational resources include resource
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persons such as consultants, advisers, specialists, professors, and "linkage

agents;"

and educational materials such as journal articles, text books,f
film strips, audio tapes, and computer based educat;on lessons. More
emphasis might be placed on objectives for which pertinent educational
resources are already available than upon objectives for which few
resources are available. |

The third feasibility criterion is the level of the professional’s
oun commitment to achieve the objective. - With such a commitment to
change, a professional is faf more likely to follow through and achievé an
educational objective and use the increased éompeténce in professional
practice. Withoht such a commitment, even an urgent objective might
best be postponed until the professional is ready to deal with it, or
perhaps theiprofessional might even undertake an educational activity for
the purpose of exploring why the objective seems to be of greater urgency
for others than for himgelf.

The final phase in the specification of objectives is the selec-
tion of objectives on which to actively work and the stating of them iﬁ a
form that is most useful for the guidance of learning activities and evalua-
tion. Hheﬁrthe sélf diréégéd léérner applies the selection criteria.to
~ the pool of possible ijecéives, it is likely that a feﬁ wil; rank at the
top of the list. It is helpful if ghe professional then discusses these
few high priority objectives for his self directed education with one or
two persons who can help him to reflect on the few objectives that sHOuld
be selected. Often someone in a role as.adviser or a "linkage.agenth or
" mentor can help the professiénallto explore the pros én& cons of each

objective, which leads to a more beneficial selection.
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The selected objectives should be stated as clearly and as pre-
cisely as possible. This can be done by describing the intended-behavior
at the conclusion of the educational activity which was ﬁot present at the
beginning. The term "behavior" refers to outcomes that emphasize knowledge,
skill, and attitudes along with their combination as competence. Each
stztement of an objective should reflect the éubject matter content with
which the objective deals and the type of mastery that the professional
should acquire. It makes a big difference if the professional intends to
acquire an appreciation of some new clinical procedures or a high level
of competence that makes a major difference inbpatient care.

A well stated set of educational objectives can Be a great help
to the self directed learner in two respects. Cne is to help guide the
selection and organization of learning activities that appear to ﬁe the
most effective way to achieve the objective. The second use is to guide
the evaluation efforts by which the professional finds out how well his

educational activities are progressing.

Learning Activities

A ser.diPeeted learner needs a rationale fbr the selection
and organization of Zeqrning‘activities, A professional typically engages
in continuing education in order to change. This is especiaily so for
the self directed learner who is less likely to engage in an educational
program associated with‘altour or convention for lafgely social or political
reasons than his less self directed peers. The anticibated change in be-
havior sometimes emphasizes iﬁcreasedfknowledge, improved ski;l, or changed

; ' attitudes but more often the cbjective is a combination of all three in the
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form of more effective performance.

Almost any change in behavior resﬁlts from an active interaction
between the individual and conditions in the environment that facilitate
the changed behavior. Many of the daily activities in which a professional
engages serve to reinforce existing behavior or have little influence on
his behavior. By contrast, some activities have a greater likelihood to
produce changed behavior., -When.such activities are engaged in for the
purpose of changed behavior they are called learning activities. Thus,
if a practitioﬁer actively prepares problem oriented health records that
describe his interaction with his patients and periodically reviews the
records of patients who have a common health problem in an effort tp improve
ﬁis diagnostic procedures; he is gngaged in learning activity. However,
if he passively attends a lecture on a health topic from which he sééks
nothing new, he is not engaged in learning activity. Especially in the
context of this chapter on self directed education, the term "learning
activity" refers to an active szarch for changed behavior on the part
of the learner, not to what a teacher does.

Some self directed learners intuitively make the major decisions
about learning activities. However, efforts to encourage a larger pfof
porﬁion'of professionals ﬁo be more self directed in the ways in which
they continue their educationlshould.help to make these major decisions
.more explicit. Decisions aboutvlearning activities cluster around four
themes--aceeptance oj’zesponsibiZity for self directed education,
recognition of the range of Zearning'activities from which to select,
~ selection of the'Zéarning'aciivities that~seem,best in a specific instance,

and organizing the‘Zearning’activities most effectively. "Linkage;agents"
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engaged in the development of regional health manpower should recognize
tae main conditions of effective learning by professionals so that théy
can facilitate self'directed continuing education.

Initiative or self directedness in continuing professional
“education is similar to self directedness in one's occupation or in any
other domain. It depends on a degree of self discipline. Ihe self
directed learner is one who-has a sense of direction, some basic coping
and inquiry skills, and who can work somewhat independently. He has
some strategies for facilitating specified behavioral changes, and for
seeking and accepting assistance when needed. He may engage in a formal
continuing education course to alert himself to new direcﬁions or to
efficiently achigve.a specific educational objective that he has identi-
fied. However, his seif di;ectedness is reflected in his selection of
objectives that have highﬂbriority, followed b&bhis selection from a
range of learning activities those that are most appropriate ior the
specific circumstances he confronts (Horu, 1969; Mager, 1968). Persons
who seek to facilitate self directed continuing professional education
should recognize those practitioners who are prepared to accept the
primary responsibility for increasing their competence, should respect
and encourage their autonomy as»léarners, and should make available
.educationallresources and resouice persons who can provide consultation,
help withvplanning, and in general assist the professionals to ideptify_
and meet their majo;.educational needs.

The professional who recognizes the range of learning ;CtiVities
from which he can select, is more likely to make wise selections than a

professional who is aware of only a few ways in which he can continue his
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education. A specific learning activity typicallv reflects both the
learning methods that are used and the generalized influence of the
éponsor or other persons who are associated with the activity. Sponsors
subtly influence the relative emphasis in a learning activity on either
solving action problems or using knowledge resources. For instance,
university sppnsored post graduate courses tend’to emphasize the trans-
mission of knowledge by experts, regardless éf whether the courses occur
in a lecture hall, over television, by correspondence study at home, or
at a residential retreat. Continuing education programs sponsored by
university related hospitals tend to be similar with their em ..asis on
specialization and in—depth study. By contrast, voluntary héalth
agéncies and state hen’th departments tend to emphasize the solution of

widespread health problems. Many of the commuﬁity hospitals that have_#,v"'

o

assumed responsibility for continuing professional education have

emphasized improvement of widespread professional pggsﬁiées, by use of
—

methods such as the health audit. Recent,lisf{hgs of opportunities for
o ‘ '

e
formal programs of continuing medicdl education show about one half of

7 ‘
them sponsored by universities and about one fifth of them sponsored by
—~

hospitals, mos;/sf‘which are university related. Professional associa-

tions oftéﬁféo—sponsor continuing educatioﬁ programs in addition to tﬁeir
own méetings and journals. The question has evén been raised about the
influence of exténsive pharmaceuticél company advertising on the educa-
tional impact of health related professional journals (Ingelfinger, 1969).
“Leéfnihg activities are espécially vaiuablq when they assist the parti-

cipants to relate zction problems and knowledge resources. Co-sponsorship

can increase the attention to this relationship. The ‘important task for



the self directed learmer in thiz regard is to select activities and
settings that are likely to push him in a direction he wants to go
(Tough, 1967 ).

The self directed learne; could conceivably achieve almost
any educational objective by almost any type of learning activity. If
the objective is the acquisition of knowledge, he could read about it,
listen to an audio tape, discuss it with peers, or reéeive detailed
advice from a consultant, and as a result achieve the same objective.
The question is, which one does it best for him? In addition to
emphasis on application and method of learning, there are other dimen-
sioné of learning activities thap should be taken into account by the
self directed learner as he selects learning activities. Listed below
are the main criteria that should be considered as the basis for
deciding in which learning activities to engage (Tyler, 1950, p. 42-44),

1. There is high congruence between the content of the learning
activity and the behaviéral change that was stated iﬁ the
high priority objectives which were selected.

2. There is substantial opportunity to éractice the behaviors and
to deal with examples thaf are relevant to the selected |
objectives.

3. The learner prefers the relative emphasis on acquisition of know-
ledge compared with application in action settings.

4. The 1e§el of sophistication of thémlea;ning”aétivitywig_withiﬁM .
a'range in which the learnmer is neither.overwhelmed nor bored.

5. The methods of learning that are used are preferred by the learner
and contribute ;o_éontinuéd motivation to learn and search for

meaning.
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6. There is sufficient flexibility to adjust to pacing problems
if they arise and to provide for supplgmentary assistance if
it is needed.

Almost all learning activities have some applicability to life
long self directed education. However, there are some types of activitieos
that are especially useful for the self dirscted learmer. Because there
- are so many methods of learning, they hayg been grouped bglow in five
categories. Each category contains a brief overview of the types of
activities that aie included in the category, followed by a more detailed
description of one type. of learning activity that is'especially perti-
nent to self directed education. The five categories are‘print media,
electronic medié,:informal group, formai group, and tptorial.

During the past century, the most fagiliar activity for self
directed continuing professional education has been reading. The print
media in all forms has been assumed to be the basic educational resource
available to the practicing professional (Houle, 1969, p. 58; Williams,
1967) . It is assumed that the dedicated professional subscribes to and
reads ﬁis journais, maintains a core library of basic reference books
in his office and study, and consults major medical and health libraries
in the hospital or university when needed. In practice, some busy prac-
titicners &re so overwhelmed by the amount of pfinted material available
that they are unable to sustain any systematic program of professional
reading. .Aufewl§2mlépgle professional reading beyond the flyers that
}pﬁarmaceutical companies send with theif samples. In addition to the
great amount of printe& materials that may overwhelm the professional,

most of the articles and chapters deal with new developments and ideas



that are several stepe iaoved from daily practice. Most professionzlis
have difficulty applying their professional literature to their climical
decision making.

There are several .ays in which printed materials can be more
directly related to <linical practice. One is home study or OYTELpOnNGence
study in which someone selects printed materials that relate to an action
problem of clinical practice, and prepares a syllabus to guide the learner.
There may or may not be someone who corresponds with the ieaxper Juiiny
the time period in which % iz studying the home study course. A similar
arrangement is the preparation of seif contained study modules on. clinical
topics (Schein, 1972, p. 133-137). Each of these learning methods aijlows
the learners to select a'topic of immediate pryctical interest to him
and to efficiently rewiev the available information that relates to it.
The effort to prepare an effective study module can be justified because
it is used thousands of times (Storey and Associates, 1968, p. 31-33).

The applicability of the module is_increased to the extent.to which it
simulates the decision making process in which the professiomsl will use
‘the new inforwatien, Justwad of consisting mainly of a listing .afnew
information.” The retention and utilizatién of what is read can Fe~increased
further by the use of qhestiéns to accompany the materials. Thesmmestions
encourage the reader to reflect on and evaluate what he has reaif. Such
questions can also suggest to the professional the tfpes of questions
that he might pose for himself when he reads other professional literature
(Frase, 1970; Anderson, 1970).

The Patient Mhnagement Problem provides a provocative example

of the imaginative use of print media for self direcfed continuing education
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(Storey and Associates, 1968, p. 7-9, 55-77). The main features of the
Patient Management Problem, which was designed for use with physicians,
are 7isted below. |

1. The Patient Management Problem (PMP) is a simulated exercise
prepared for the AMA Department of Postgraduate Programs and was
'designed by John W. Williamson. It provides a relatively realistic
framework in wimich a practicing pnysiéian can make a series of
clinical decisioms, and then-compare his decisions with those of
a panel of experts.

2. The professional first reads the set of instructions that explain
the procedures that he should follow to administer the PMP
simulation to himself. The iﬂstructions include the admonition
‘that he assume that the patient has a single disease and that
the physician should restrict his patient mana.ement decisions -
to the problem described and avoid a complete diagnostic work up.

3. He then reads a brief description of a specific patient, his
health problem, and the information obtained by the ﬁurse when
the ﬁatignt arrived.

4. In Part One, the professional lists and rank orders the six

' medical conditions helwould check initially,

5. In Parts Two.and Three, the professional lists in the sequence
in whicﬁ he would proceed, types of datq he would seek on the
first office visit. The data includes case history and physical

E eiam/office procedufeS._ He then erases the corresponding spaces
to reveal the data he would oBtain.

6. In Part Four, the profeséional lists and rank.oxders his hypo-

theses régarding the health problem, on the:basis of the data
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thus far.

7. In Parts Five and Six, the professional lists in chronological
order the loboratory studies to test the above hypotheses, and
then erases the corresponding spaces to reveal the data he would
obtain,

8, In Part'Séven, the pIOfessionél lists in order of probability
the one or two conditions that most likely account for the patient's
trouble, along with mention of associated conditions that will
influence treatment.

9. In Parts Eight and Nine the professional indicatgs the essential
and helpful therapevtic measures he would consider and then
erasés the corresponding spaces.

10. In Part Ten, the professional indicates his follow up on the
case.

11. The professional next consults tﬁe Key which is based on the
respbnses of a panéZ of experts on the disease who perform a
faculty role and provide a standard against which the profes-
sional can compare his own performance.

12. For each item on which the professional's'decision differed
from Fhe pénel, the professional can refer to the accompanying
Item Commentary for the rationale use& by the panel members
énd to documentary réferences from'thé latest literature on

——___the subject. The professional's further reading can then be
very specificland selecti&e;

During the'past.quérter century, a variety of electronic média
have become available for use in educatipﬁ; As e&ch hés been introduced

Q there has been a wave of enthusiasm and anticipation. - In a few years
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each has taken ité place as one of the resources to be used as needed.
The typical éonstraint on more extensive use has been the iack of high
quality educational maferials to use with the hardware. The electronic
media category includes radio, television (especially closed circuit),
single concept films, dial access information vetrieval, communication
networks using telephone lines; videotaping of performgnce for analysis,
audio tape cassettes, and computer assisted instruction. Egpecially for
health professionals who practice some distance from a medical center,
an arrangement such as the Medical Information Service via TelephOne
(MIST) allows a physician in rural Alabama, for example, to call on the MIST circuit
from any plﬁce at any time toll free and obtain split second access to
specialists at thé University of Alabama in.Birmingham from whom they
receive information about the latest and best ﬁreatment for a variety of
medical problems. A similar project in Missouri provides an Automated Phy-
sicians Assistant for a small town general préctitioner. Computer terminals
and'telephone lines comnect the automated physical examination equipment
in the physician's office with the computer at the University of Missouri
in Columbia and with the Medical School's speciaiists. The cdmputer
stores and analyzés the data, specialists help to interpret the .results,
and a sﬁandardized p;tient record_is stored for future rétrieval (James
. &
Miller, 1968).

-- - The PLATO system of computer based edﬁcation at the University
of Illinois is a recent development that is just beginning to be used for
continuing education of health professionals (Bitzer, 1572). The develop-
menfal stage of the system is-shifting to a.demonsfration stage in which
ié is being used for instructionmig_various fields including health

sciences, such as nursing, veterinary medicine, and medicine. The system



can be used for anonymous self assessment, or for the collection, storage,
and analysis of health history data collected directly from the patient and
efficiently presented to the health professional. The following example
illustrates its use for direct instruziion.

The main features of the PLATO system as it can be used for
mastery learning in contiﬁuing education for heqlth professionals are
listed below. ' ' -

1. A health proféésional decides that there aré some topics he

would like to review and learn more about, and he goes to a

PLATO IV console located in a univefsity or a hospital. The

console is a square cabinet that sits on a table, has a plasma

display panel in the front and a typewriter keyboard below it.

The console is conrected by telephone lines to & large computer

which may be hundreds of miles away. The professional selects

the lesson on which he wants to begin; the lesson may run for
ten minutes or as long as several hours.
2. A great deal of work was required to make an effective one
hour lzsson abaiZabZe. In addition tb the development of a
very powerful and fléxible‘hardware system, many supporting
.'coﬁputer programs were prepared so that authors can prépare»

the lessons thémselves by use of the TUTOR computer lénguage

and learners can use their natural language at the keyboard

for quesﬁions and responses., Even with misspelling, the

-supportlng computer programs will interpret and use the input.

3. 4n author prepared the lesson. In his selection of the topic
and ‘his way of writing it, he took into account such con31derat10ns

2 " as a) the importance of the ﬁopic, b) the use of simulation or
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other procedutes that utilize the potential of computer based

education, ¢) the extensive and continuous feedback to the learner

of “information about how well he is performing, d) a high degree

"of learner control and individualization regarding pacing and

emphasis, g) the sélection of objeftiVes and content in which.
maximum mastery and minimum failure are important, and f) the
selection of a tépic that 1is difficulg to teach otherwise.

In the preparation of the PLATO Zeséon, the author made
decisions about content and about the way in which the computer
program would operate. | |

The professional selects the lessonm from those currentiy
available and uses the keyboafa to store in the meméry of éhe
computer some infdrmatioﬁ includiné the name of the lesson

and his own name. | |

Instantly the computer presents on the plasma display panel

of fhe PIATO IV'chsole some brief information about the
lesson and instructions for the next step by the learnefl

Assuming that the lesson deals with a clinical health problém,

such as diagnosis of unusual heart sounds, the lesson would pre~

sent on the display panel a detailed diagram of the chest area. -
The professional is instructed to place his finger on the

display panel at the location where he would ﬁlace his stetho-

8cope on a live patient. The touch panel framefsurrounding

the display activates a random access audio device which
transmits the heart sound that correspdnds to what he would

hear,if he placed his stethoscope at the location touched.



9. The professional repeats the process until he decides on the
optimal location from vwhich to listen and the probable cause
of the unusnal heart sound.

10.  The proféssiéﬁal then indicates his diagnosis. If his conclu-
sion is the same as thag.of a panel of experts, his décision
is confirmed with a brief explanation and he proceeds to the
next part of the lesson. If his conclusion is not correct, he
recéives instant feedback and sqggestions about how to proceed.
This process is continued until the process and underlying
concepts are mastered. He then proceeds to the next part of
the lesson, which is selected in part on the basis of his
previou§ performance in the lesson.

11.  The prbfessiqpal is.presented with related knowledyé in small

| amounts that ére spacifically ‘connected .with the simulated
~elinieal procedure,

12. The console has the capacity to rear-precject microfiche color
slidezs onto Ehe dispiay panel instead of or along with the ;égu—
lar text and diagrams. |

i 13, The computer can'dccumuZaté data, such as problem oriented health

records from a series of simulated patients with similar health

i
3

problems, to allow the professional to discover regularities and

‘trends,

T e ST

14, The computer can also keep a record of learmer responses and
. decisions. An analysis of this response data can be used to
.ddentify characteristic learning“sqrategies. Professionals with

o ineffective learning strategies might then receive assistance in

adopting a learning strategy which for many people is more
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The long standing means by which professionals have endeavored
to continue their education has been informal contact with peers (Houle,
1909, p..572). This is the origin of the professional aSsotiation. A
recently publicized manifestation is the "invisible c:oliog,'e’l that some
researchers and scholars create, which consists of an informal inter-
personal network of peers»yith similar or complementary interests who
may be anywhere in the world but who exchange their writings often at
draft)stages and wvho sometimes meet‘togetner to discuss emerging topics
of mutualfinterest.

There are various ways in whicn such informal groups can become
more potent forces for life long self directed‘education. The most impor-
tant way is for the individual.professional to recognize that such an
interpersonal network can be a valnableireSource for life leng learning
(Tough, 1967, 1972; Patient Care, May 30, 1971, p. 44 ff). Another way
is to formalize arrangements for a consultant service in the health
fields so that the individual practitioner has easy acoess to an.expert
\’who can providelassistance on a specific professional problem that he
confronts. After a number of successful encounters, a profess10nal is
likely to augment hiis owa informal interpersona1 network of peers whlch
ig similar to the network with whom many professionals interact to test_
new.idees and seek reassurance. Another way is to travel and visit other
professionals in the region. An in-depth exposure to a new practice and
the peopie’who are using it is a powerful stimulant to professional growth.
Some professional associations have tried to encourage this type of'inter-
change by including as a part of their meeting or assoc1ation activity,

a living case study in which a member who is using an innovative practice
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allows some of his peers to become very familiar with the practice and

the.factors related to it.

The learning exchange provides an example of a way in whiczh a

professional .can develop and utilize an informal interpersonal network

of peers as a vehicle for continuing his education. It has been used in

some communities for the entire range of topics in which adults are

interested and could be adapted for health professionals. The main

features of the learning exchange as it can be used for self directed

-education are listed below.

1'

Someone in a region agrees to coordinate the learning exchange,
and to provide an address, a phone number and clerical assistance

to process the information,

A professional who is interested in extending his network of

peers for continuing education completes a file card for the
exchange that contéins sections on intefest topics; on whether

he wants fq give consultation, receive consultation, or discuss
eaéh selected topic with peers; and‘on brief background inforf
mation about the professional, including address and phone numﬁer.
A clerk at the learning exchange matches cards on each topié

and notifies the professionals who have complementary interests
in each topic.

It.islﬁp to the professionals who are thus notified to cbntacﬁ
each other.and make all arrangements regarding time and place

of meeting and fee if any. The exéhange‘conducts no educational

. activities, oﬁly brings together professionals who want to do so

on their own.
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- ‘brings together the more self directed learners in a field

. decide . to study in greater depth in .some other way.
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The exchange periodically preparc.. a listing of tbpics that
have been requested to help professionals identify topics on
which théy may be intérested."

The exchange maintains a listing of places where participants may
meet, such-as'HOSpital conference rooms, for people_who dq.not
want to meet in homes or offices.

One function of the sponsor of the exchange is to let health
professionals know about the exchange so that they can use it
if they want to.

The cost of the exchange is very small and can be covered by
some office in the region concerned with tﬁe development of
health.manppwer, without.any Cﬁarge to those who participate.
The learning éxchange.coﬁld also maintain a file of more'fbrmal
opportunities for continuing .education to assist participants
in finding out ‘about them. | |

One of the main benefits of the learninglexchange is that it
to exblore.tdpics of mutual interest wﬁich they woul& prefer

to explore;with peers. |
ESpecially'for health professionals who practice in isolation

from peers in the same specialty, Such an interpersonal network

‘provides some of the interaction that tends to occur in. group

practice or in clinic settings.
The exchange makes it easy for a professional to make an initial

exploration of a topic with little risk, which he may later

7
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An increasing proportion of health professionéls are closely
assoclated with a formal health related organization such as a hoépital,
clinic, group practice, or health center. In such organizational settings,
professionals performvinterdependent roles and have a stake in the per-
formance of their associates. Some of the coﬂtinuing education‘prOCedurés
that aré used in'orgénizational settings constitute an approach called

‘Beckhard, 1972;
organization development (Beckhard, 1969;/Bennis, 1969; Schein, 1969).
Such procedures are concerned with both increased competence of individuals
and greater vitality, productiﬁity, and effectiveness of the organization.
One advantage of the formal organizational group for continﬁing education
is that the shared learning experience increases the likelihood that néw
competencies will be applied in practice. |

Some 5eréonnel development efforts in organizational settingé
focus mainly on increased performance such.as improved patient care. TFor
example, an‘in«sérvice eddéatipnal program for the nurses on one floor of
a.hospital might be conducted‘in reéponse to the finding that some estaB-
lished procedures were not being adequately followed. Other qrganiéation
development programs deal with the relation between individual effective-
ness and organizational effectiveness (Blake aﬁd Mouton, 1968). For
example, health professionals with administrative responsibility may parti-
cipaté in a "Grid Seminar" by.using'é "dq it yoﬁrself organizational
development kit." Participants compare their relative emphasis on produc-
tivity and people,with organizationaliexﬁectations. Discussion of leader;
ship style ;ncludes p;oblem so;ving and communications, but.the emphasis

is on learﬁing from expgrience and application. Still'Other continuing

education programs concerned with performance in organizational settings
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focus mainly on persoﬁal development (Solomon and associates, 1970). For
example, a group of ten health professionals may meet together for a
.;eries of ninety-minute sessions on improving interpersonal effectiveness.
Each session begins with an audiotape introduction followed by‘discussion
and activities designed to help each participant better understand his
feelings and those of others, and to facilitate the development‘of a
learning commﬁniﬁy in the_organization, which will foster personal growth.

In maﬁy continuing education self'helé groups without paid
.1eadership, the emphasis is on learning from direct experience and personal
knowledge (Phenix, 1964). Each individual participant assumés personal
‘responsibility for working on the solution of a problem thét he ié not
presently able to ;olve. Thé bther group members provide concern and
‘support for the individual and sometimes their interactions are part of
the content t6 be studied.. Sometimes the-individual engages in a self
audit.

The heélth care audit provides an example of self &irectéd
continuing education in an organizatibnal.setting. ‘The early stages of a

health care audit can be part of need appraiéal and can be repeated for

o~

~periodic evaluation. The latter stages of an audit-can provide powerful
learning activitieé that can be directly reflected in improvements in’
patient éare (Brown a Uhl; 1970). The main féatures of the health care
audit as it is used for self divected educa't?lon are. listed below.

1. The pfofbssionals who engage in a sélf audit, help to assemble
inszmatiéﬁ about attainable standards of excellent profes-
sional perform;ﬁce. |

2. They thenlanonymously compafe the standards with their own

behavior, with a sharing of summary information regarding the
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gaps that exist between actual and desirable performance.

3. The proféssionals themsélves identify the gaps that most.need to
be narrowed.

4, The educat_lonal objectives are the descr ptlons of the behaviors
that need to be acquired in order to narrow the gaps.

5. The organization, such as a hospital, can help by arranging for
the time, facilfties, and matem’ais for the professionals to
practice the desirable behavior.

6. These learning activities can be solitary or they may be with
other participants in the.heélth care audit.

7. Some of the audit procedures can be repeated per:.od:.cally as a
way to review‘progress.

8. The participénts are able to use this feedback- to shift the -
topics and-emphasis as needed.

9. . Tﬁe audit procedures provide a very specific and elinical fbcus
for related.educationél activities.

10, The participation by all of the professionals in a work setting
in a health care audit provides strong encouragement for contlnulng
.educatlon for those who are Zeast active in the more formal kinds
of continuing.education.

‘Many self directed stﬁdy arrangemen%s in both preparatory aﬁd
cghtinuing educatibn entail éomeone éther than the leafner _who performs
parts of the mentor role and engages in some klnd of tutorial relationship.
Some of the recent "university without walls" arrangements for under-

. graduate independent study that does not entail supervision b?”:egular-
: faculty members, have indicated the importance of having someéne to help

with such aspects of the mentor role as guiding plans, supervising study
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activities and providing for quality control (London, 1972). Some type of
counsel is important because of the difficulty that most people have in
monitoring their own behavior. Another function of a "linkage agent" who
provides some counsel.and monitoring is to aleré.the professional to
learning resources that he may not know about. An arrangement that contri-
butes to a mutually sétisféctory tutorial relationship_ig the "contract"
that formalizes the agreement regarding the expectations for each person
involved. Some mid-career tfaineeships include a tutorial relationship
albng with direct contact with grand rounds in the hospital and "live"
clinics (Dollinger, et dZ, 1972).

~The preceptorship provides an example of the tutorial relationj
_ship as a vehlcle for life long self directed educatlon (Davidson,
et al, 1971). . The present empha51s, hOWever, is on the value of
being the preceptof fqr the continuing education of the preceptor. It
has often been observed that one learns more from teaching ébout a topic
thanvfrom the usual student role (Thelen, 1968). In addition, the educa-
tional value of working with younger men in a profe551on has long been
recognized (Osler, 1906, p. 151).- The main features of a preceptorsth
for self divected education ave Zzsted below. |

» might be-

1. A preceptorship / -designed to emph351ze professional practice
with its concern for alternating between action probl_ems of
clinical practice to prom;te ﬁealth ﬁaintenance and patient care,
and knowledbe resources that can increase the competence of
-profe551onals..

2. The tutorial felationship.may include work im a communify hoépital
with its typical range of common health probleﬁs and flexible

~arrangements for preceptorships.



3. The stédent who works with a preceptor is likely to be a student
in professional schobz, but may be an' widergraduate student who
is considering going into the health field, or a new professional
duriqg tﬁe early years of practice.

4. After an initial exploration, the parties to the tutorial relation-
ship work out an agreement or “contract" regarding the educa-
tional objectives and proceéures of the student and the contri-
butions to be made by the preceptor.

5. The student brings to the tuté'rial relationship a recent famili-
arity with oréanized knowledge from college courses, which can
alert the preceptor to knowledge resources and procedures that
he can.pursue further. _ -

6. The preceptor cén help the student to develop a feel for the
realities of clinical practice, as a context in which to inter-
pret and apply.what he learns. |

- 7. All parties to the tﬁtofial relationship can extend their
repertoire of effective strategies for altermating between
action problems and knowledge resources.

The fofegoing five categoriés of learning activities do not
of course include all methods of continuing education anﬁ the éxamplesv
that are.provided for.each catégory are but a few of the many ways in
; which professionals systematically increase their competence. What the
examples have in common is their utility.for self directed education.
i - They illustrate the considerations that a health professional might
take into account in his selection of one or two types of'ieafning activi-
ties that aré likely to Be most helpful to him, to achieve his objectives,

under the circumstances.
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After the selection of learning activities that fit both the
objectives and the'learner, the remaining step before engaging in the
activities is to organize the learning activities so that the learner
progresses well through them and achieves the objectives. This organi-
zational aspect of the mentor role is as much aesthetic as scientific.

In doing so, the self directed learner sheuld consider both the way in
which he prefers to organize the sequence of learning episodes, and the
main factors that contribute to effective learning by adults.

Adults vary greatly in their learning style and these varia-
tions are partly associated with personality (Hill, 1960; Stern and
Cope, 1956). Anlindividual health prbfessional is likely to learn more
effectively and te persist longer in-the sefies of learning episodes if
the Qrganiéatien"of learning activities fits his preferred 1earning
style, éome learners have a very orderly and explicit and initiatory
learning style, some depend heavily on external authorities.to set goals
and provide structure,‘still others ﬁave an intuitive and almost groping
learning style that seems disorderly to others. Because of the great
variability in characteristic learning styles, it ie well to encourage
health professionals to reflect on their previous apptoacﬁes to learning
that have been most satisfactory and satisfying and to incofporate major
elements of those approaches in the way in which they qrganize their own
1earniag~activities. There are, however, three principles tﬁat.aight be
eonsidered as the self directed learner hakes decisions about the organi-
zation of his learning activities s0 as to optimize progression, applica-
tion, and gratification, ‘ ‘

The first principle of organization is progressiom.(Tyler, 1950,

p. 62-64). The achievement of educational objectives typically requires
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persistence in learning activities over‘a period of time. Persistence is
more likely if the learning activities have a sense of coherence and
sequence and forward movement, in contrast with brief and unrelated learn-
ing episodes. A ;seful way for the self directed 1eafper to achieve
continuity and persistence and progression in learning activities is to
select a theme of personal importance to use as an organizing ﬁfinciple.
The prime sources of such themés are those areas of professional practice
in which tﬁere are major gaps between current performance and the per-:
formance toward which the individual aspires.

The second principle of organization is application. In coﬁtinuing
professional edﬁcation, the main reason for behavioral change is to be
able to apply thejincieased competenge in the form of improved pgrformance.l
The likelihood of application is greater if new topics are studied in
relation to the context in which they are to be appliéd; This concern for
application'is important, regardless of whether the emphasis is on the
acquisition of organized knowledge, on improvement of professional action,
or on interrélationships between knowiedge and action. One approach to
the organization of le;rning activities that would seem to be especially
pertinent to health professionals, parallels the usual process of diagno~

sis and remediation. With this diagnostic approach, the focus of the

educative activity alternates between study of professional practice

and stﬁdy of relevant knowledge. The»selfvdiredted learner initiateé
the series of_leaxning episodes either with the identification of a pro-
blem of clinical practice or with'informétion from literature or peers
that alerts him to a probable‘problem of professional practice. .This

episode is followed by episodes in which the professional studies several
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areas of organized knowledge that seem to be most uséful for a better
understanding of the action problem, and then uses the resulting insights
to redefine or further specify the problem. With the greater specifica-
tion of the problem, the professional can proceed to seek information from
the literature or from peers or from his own professional health records
that suggests alternative solutions to the problem. The specific problem
can next be examined as a basié for deciding which solution seems most |
applicable.. Again professional ;iterat-;e and clinical data can be con-
sulted to help develop a detailed course of action to achieve the solu~
tion. In the process of implementing the solution, the professional can
reflect on progress and make adjustments as.calied for wiﬁh a diagnostic
problem solving approach to the organization of learning activities._ In this way, the
professional's continuing search for meaning and understanding alternates
between study of the action probleﬁ and study of organized knowledge
related to the problem.

. The third principle of organization is gratification. To be
su§e, if a professional persists in a relevant‘educational activity, it
is likely that he finds thebexperience gratifying in some wayQ But in
what way? There is mounting evidenqe that adults who participate in
the same continuing education activities do so for some quite different
reasons (Houle, 1961; Solomon, 1964; Burgéés, 1971; Tough, 1967).. Al-
though people participate in important activities for multiple reasons, one.
or perhaps two typically predominate.’ Some of the dominént'réasons are
e#preSsive‘and the benefits to the participant are directly related to the
learning acfivity igself. 'E#amples include interest in" the subject matter

'content, enjoyment of the learning activity, and interaction with other
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people who are related to it. Some of the dominant reasons are instru-
mental and the benefits to the individual are realized as he uses the
learning outcomes to achieve external.purposes. E#amples include use of

: through
increased competence to achieve a personal goal such as/a career change,
and use of increased understanding to help others such.as improyed health
care. The.self directed learner can use this principle to organize learn-
ing activities so that the& provide é sufficient amount of the types of
gratification that are important to him.

The seif directed learner can also contribute to the effective-
ness of the learning activities in whiﬁh he engages, by performing the
aspect of the mentor role that takes into\account conditions of effective

, consider conditions of effective learning

learning. The learner may / when he reviews his learning plan, and
also from time to time when he 1s engaging in the learning act. Listed
below are some of the.major questions that a health professional might
ask himself in order to decide if there are additiqnal ways in which he
could modify the organization of his \‘Zeaming activities so that they
are more effective. '

1. Has he assumed sufficient responsibility for the major aecisions

about his educationai needs, priority objectives , content
emphasis, and type of learning activities? Effective self
directed education requires active participation by the learner.
2. Is the‘qrganized knowledge to be studied relevant to the solu-

tion of action problems? Relevance is sometimes greater when

a'learning topic includes elements of'basic science, applied science,

and clinical pfactice.

3. Does the context in which the learning is to occur sufficiently
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resemble the context in which the changed performence wéZZ

occur? Great similarity facilitates transfer, appliéation

and persistence of the changed bghavior.

4, Is there sufficient proviéion for feedback so that he will
receive knowlédge of results? Effective procedures for moni~
toring, evaluation, and quality control can contribute both
to satisfaction from progress and correc;ioﬁ of shortcomings.

5. Are there sufficient intrirsic incentives and satisfactions?

If there are not, the pz .n of learning activities should

be modified or else the learner is likely to withdraw from the

learning activities.

6. Is the physical and social setting for learning at least
minimally conducive to success? It is sometimes necessary to
select a location that is associated with study in which thefe
are few distracﬁions, 2ud to terminate a study period
when learning effectiveness—ﬁegins to drop.

1. Have.crucial external educational resources been utilized?
S;metimes even the most autonomous learner must use people and -
materials to assess needs, set’priority objectives, confront |
new ideas and préctices, and evaluaté practice.

Even though the self directed 1earnei confinues His education
in‘highly‘individualized ways, the use of the fb;egoing conbepts about
.educational design should enable him to guide his educational activities
so that they are more effective and satisfying.

Listed below are a dozen ways in which a "linkagé.aéent" engaged
in the development of regional health manpower can‘facili£ate the efforts




79

of protessionais to more effectively select and organize 1earning activities
for themselves,

1.  Help health professionals in the regica to become more familiar
with the rationale and procedures for being more self directed
in the ways in ohich they plan and guide their learning activities.

2.‘ Increase the awareness of Health professionals regarding the
range of available methods for self directed study.

3. Provide information to help practitioners locate peers and
experts who could serve as educational resources, through such
arrangements as a learning exchange or a consultant service.

4, Help to arrange for preceptorships.

5. Qrganiée retrieval procedures to assist practitioners to locate
materials that they could use to continue their educatlon.

f6. Select prinLed matptlals, organize them and prov1de study and
review ouestions,tand make the resulting pamphléts readily
available so that health professionals who want a brief teview»
of a topic can efficient: Ly obtain it by reading the pamphlet.

7. Encoutage appropriate organizations to develop new materials
ano delfvery systems for self directed continuing professional
educatiop,.such-as tapevcossettes, correspondence courses, 7

; | . ’ single concept films, and computer based education.
8. Create.new.educational"materials wﬁén they are Badly needed

and no.one else does so.. |
i _ 9. Encourage community hospitals znd other organizations with which
health professionals are associated to assume responsibility for
orgénizotioh development and other otograms to encourage continuing

Q education.
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. 10.. Publicize procedures for a health care audit.

11. Aésist with the development of standards of excellence for
healéh professionals; based on normative data and the perform-
ance of outstanding practitioners.

12, ?repare and dissewinate case studies about health professionals
who are particularly activelaﬁd effective in continuing their

education in self directed ways.

Evaluation Procedures

Self directedness in most activities requires objgctives and
" conviction and effort and evaluation.  Without feedback from evaluation
the individual haé difficulty knowing whether or not he's making
’progress. Knowledge about progfess encourages perseverence. Knowledge
about inadequate progress provides the hasis for making changes to
improve progress. To evaluatg Progress, it is helﬁful té know where you
are and whefe you're going and tﬁ have some standards by which to judge
whether the changes that occur constitute adequafe progfess. This
éppliés-especially to the funr ' ion of evﬁiuatioﬁ in self directed continuing
professioﬁal education.

Evaluation consists mainly oj’two'acfivitﬁes, describing and
Judging. The health érofessional who wants to evaluate his continuiﬁg
-education might prepaéé threebdescriptions. One is of the current
characteristiqs-of'his educational activity. A second description is of
the inteﬁfiqns regarding his educational activity. The third is of the
standards that are useful tB,interpret any disparities between intentions
and actuality. The'st&ndards can include nofmativefdata and daﬁa on the

performance of outstanding professionals.
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In the evaluation of an educational episode or series of epi-
sodes,each of these descriptions might heipfully be divided in three parts.
One part is the inputs_at the start, such as his beginning level of com-
petence, available materials, and amount of time allocated for education.
A second part is the educational process. The third part is the cduca-
tional outcomes, such as knowledge, skills, attitudes, competence, perform-
ance, énd health care ‘at the ena of the educational activity that might
be attributed‘to the eduéational process.

Judging consists of making two types of comparisons. One is
between intentions and actuality. This comparison helps‘the professicnal
to recognize how well his plans measure up-to his performéncef He rmay
discover that he intended.to_spend twenty hours on a learning episode but
actually spent thirty. He may also diécover that he intended to divide
the time aboﬁt equally between reading and discussionlwith péérs'but
“actually spent all of it in discussion. The second compérison is between
the gaps fhat he discovefs between intentions ana actuality, and informa-
tion about the educational éctivity of other people which can serve as
standards against'which to interpret tﬁe changes that occur for ﬁim. He
may discover that a small change in his competence is more than most
profeésionals accomplish through continuing education. He may -find no
~ 8ap between his performance and his intentions,:ﬁut disddver'thét both
‘are far below the level of performance of mos L of his peers. His problem
may be a low level of aspiration.

The reason for evaluation is to make judgements. about effbctzve-
ness of the educatzonal activity so that the concZuszons can be used to

improve the educational actguzty (Knox,- 1969). The major gaps between
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intentions aﬁd actuality, indicate points at which the self directecd
learner can concentrate his efforts to improve his educational aétivity.
The comparisons between gaps and standards indicate the types of efforts
that seem to be directed at the most . . .\t needs, such as changes

in level of aspiration or changes in methods, The descriptions of current
circumstances indicate the foundation upon which improvement efforts can .
be built. The self divected isarner can use the resulting conclusions

to continually improve his comtinuing education activities so that their
benefits afe greater than the investment.

{

The evaluation component Of the mentor role is at once compre-
hensive and selective. The self directed learner should have a procedure
by which he can quickly obtain a comprehensive view of how well his
continuing educatiOn efforts are progressing. He also needs a procedure b§
which he can evaluate in some depth those aspects of hlS educatlonal
'activity at which the results of evaluation are llkely to lead- to the
greatest improvements in the educational activity. The improvements in
how much he learns and is éble to use in his practice should be well
worth the investment in evaluation. For the self directed learﬁer, éﬁucational
evaluation is the contlnulng Process that he uses to make judgements based
on evidence about the effectlveness of his c0nt1nuing educatlon effort,
in ways that encourage and facilipate his use of the results of evaluation
for ‘the improvgmenf of his.edﬁcétiOnal,effort. Most of this evaluation
he can and should do for himself. At some points, he will Senefip greatly
from'a more objective contribution by others.

Listed belo. o 18 steps thar = :..alth professional might follow

to obtain a comprchensive over.izy % hie continuing education effort.
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In an hour's time, he might liét briefly « it he already knows about _
regarding the first iS eteps, and briefly note probable plans for the remain-
ing 3 steps. The resulting summary can provide a basis for deciding where

to focus his evaluation activities so that they produce the greatest

return on the investment. The relationships bétween tlizse 18 steps are
presented schematically in Figure Two. The 15 numbers in the éelis and

the three below the matrix refer to the evaluation'éteps. It is not
nécessary to proceed through all of the steps in sequence. TFor instance,

the nine descriptive steps could be completed in any order. This pro-

cedure could be used for a continuing education effort ;f any duration,

a learning episode that entails a few houﬁs, a series of épisodés such as

a healph care &udit that extends over several months, or his entire
continuing education =ffort for the year. For the following listing of

18 evaiuation steps, it is assumed that a préfessional is evaluating a

series 6f 1earning episodes that extend over several months in relation

to a health care audit, in part to decide whether or not to fepéat the
process for'another‘érex ﬁf health care. -

1. Desaribe éwpected inputs. How much time does the professional
intend to spend‘dh continuing‘eduCatioq? What other people are
e#pected to be associated with the educational activity? What
should.their roles be? What learning'materials and other educa-
tional resources does he expect to use? tlow much expense is |
likely to be,entailed? (Note: the information for steps 1,

6, and 11, on expectainné énd intentiéns, may have to be.
estimated after the educational activity is completed‘if no

- description of plans and expectations was prepared beforehand.)




Figure Two

FRAMEWORK FOR EVALUATION PLAN

TYPES OF INFORMATION ABOUT CONTINUING EDUCATION
DESCRIPTIONS | JUDGEMENis -
S : Compare expected | Compare wish
. Expected . | Actual ! Standards with actual external standards
Inputs - 1 2 3 | g ' 5
Process 6 70| 8 - 9 10
,‘,'__Outcomes o |12 1 L 14 ] 15

16. Select aspects for more intensive evaluation.

17. Conduct intensive evaluation.
' o
18. Use results for imprzovement of educational effort.




2; Describe actval inputs.. What were the inputs of time, people,
materials, money, and other educational resources that were
actually uscd during the educational activity? What was the
professional's compctence or pertrormance related to the
objectives at the start of the educatiowil effort? Self
assessment inventories can help to collect this data, as
can a health Eare audit, |

3. Describe externul standards related to inputs. What inputs
do peers allocape‘to similar types of continuing education
efforts? What is the range? How about the‘most effective
self directed learners? How much consensus is there regarding
optimal amounts and types of inpucs for this kind of educational
activity? |

4.  Compare expected with actual inputs. Did the professional's
plans and intentions work cut as expected? Where were the
major gaps between expectation and actuality? Did he.spend
more timeibut locate fewer materials than anticipated? 'Oﬁ

. which gaps éhould he concentrate in order to improve future
- educational efforts?

5. Compare the iniernal comparison betueen expected and actual
inputs with ex}ernal standards regarding inputsAto_comparabZe
.educ&tionalleffbrts. Is there information available on
comparable activities to use as standards to interpret personal
experience? If so,-ﬁgﬁhébes the professional's experience
compare? Are there any inputs, which the external standards
indicate as crucial, that seemed to be inadequate for the

o professional?
ERIC

Aruitoxt provided by Eic:
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bescribe expected process. 1In Qhat ways does the professional
intend to interact with learning materials, other people, and
the other educational resources in order to achieve his édu—'
cational objectives? What does he intend to do? %hat does he
expect o;hers to do? What is the intended sequence of learning
episodes?

Describe actual process. What were fhe learning activities and
related procedures that actually occurred? How much time was
spent doing ﬁhat with whom or with what? 'Some types of learning
activities such as a correspondence - course, a patient management
problem, or a health care audit typically resﬁlt in a recofd that
provideé a brief description of the process. For many types of
iearning activities in which a self directed learner might
engage, the professional mﬁsf-pfepare such a summary description
for himself. In many respects, this is the eaéiestvdescription
to preﬁare even though the process is complicated,-bgcause it

deals with active bekavior by the learner.

Describe external standards related to the learning process.

‘What do peers do when' they engage in similar learning activities?

Are fere some parts of the Process that seem to be crucial?

How about the most effective self directed learners? Are there

. alternative learning styles that should be taken into account?
, irmnlng

Detailed case studies of professionals who effectively use
comparabie types of-learning_activities can be espécially useful.,
Compare expected with actual processes. Did the learning activi-

ties and related activities take place as expected? Where were



O

ERIC

Aruitoxt provided by Eic:

10.

11.

1z,

87

the major gaps between expectation and actuality? which:gaps
deserve ﬁhe most attention In further efforts to increase the
effectiveness and satisfaétion of learrning activiries? Parti-
cipaél Teaction forms typically yield this type.of data.
Compare the internal coméarfson betuween expocted and actuci
nwncekses with emﬁerﬁaz standards regarding processes in

compurable eduecational efforts. How does the professional's

experience compare with that of peers who used similar learning

~activities? Do gaps between expected and actual processes

reflect inadequate performance or unusual aspirations as a
learner?. If so, what are the implications for future educaticnal
efforts?

Describe expected outcorm~s. What does the professional.éxpect to
result from the educationél aétivity? What are his educational
objectives? What behavioral changes does he expecf, in the form

of increased competence and improved performance? What other

~outcomes should result from his continuing education activity,

such as better health maintenance or improved patient care?

Describe actual outcomes. For some other apprcoaches to

-educational evaluation, this is the only category of data rhat

is collected. What are the behavioral changes for the learner

- and other results that actually occur? What did the professional

learn from the educational activity? What can he nSW do better
as a result? 'Various Instruments and procedures are avéilablé
thét can be uSed or. adapted to collect this category of evaluation
data. Included aré achievement tests, self assessment inventories,

observational check lists and rating scales, review of health
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records, video tape of performance, survey of impact on
patients. |

13.  .Describe externcl standards related to‘educational outcomes.
ﬁhat do peefs typically learn as a result of similar educatioﬂal
activities? Are there some outcomes that are most likely? What
cbiectives do the-mOSt effectife self directed learners achieve?

14, Coﬁzpare expected with acti{aZ outcomes. Did the professional
achieve his educational objectives to the extent to which he
intended? Where were the major gaps between expectation and
actuality? Which gaps deserve the most attention?

15.  Compare the internal cor arison between empected and actual
outcomee with external standirds 'regarding outeomes from comparable
educationai efforts. How does the professional's _achie\}ement com-
pare with that of peers who engéged in similar educétional activ-
ities? Should c¢ :s be made in éxpectations, in educational
efforts, or in Both? What are the implications for future educa-
tional efforts?

16. Seleet aspectg Ffor more intensive evaiuation. The professioﬁal
should review the descriptive and judgemental information that
he has summarized for‘each of the preceding flfteen steps. At
Whlch points do the opportunities seem to be greatest to better
understand and improve aspects of the educational program?
.Sometimes,a smaller gap is a more likely place to start beéause
it is more amenable to improvement. The health professional
ahﬁuld usually focus his evaluation efforts on tﬁose gaps that
were identified in steps four, nine, and fourteen for which the

investment in evaluation is most likely to produce improvement in
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his subsequent educational experiences. If he discovers Ehat

the descriptive information is iradequate for useful comparisons,
it may be best to concentrate the evaluation effc + on improve~
ment of the descriptive information that is subsequently avﬁil—
zble.

17.  Conduct intensive evaluation. All of the procedures that have
been developed for educational evaluation are available to the
prqfessional who tries to find out why the selected aspects of
his educational activity function as they do and who seeks ways
to improve them. Many of the procedures such as self assessment
inventories, check lists, and guides to review recqrds are self
-administered. Some, such as the focused interview, require
another person who can probe and describe more objectively than

'most people can do for themsélves. However, when self evaluation
Procedures have been well developed and described, as.in the
case of the self audit, most professionals are able to collect
and analyze the necessary data to evaluate their continuing
. e
-.education adtivities. ' o

18.  Use results for improvement of educational effort. One of the
points at which the self directed learner can and Must assume .
the primary résponsibility for éducational evaluation is in the
use of conclusions. One aid to utilization is to rank order the
conclusions in order of desirability and then to review each
conclusion in turn regarding feasibilify. Those that are high

on both should receive first consideration fo implementation.

The foregoing 18 steps can be performed by most professionals

e with a minimum of help or guidance, after an initial experience with them,
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Typically, no more than one third of the time available for evaluation
shoald be devoted to the first fifteen steps, Aand about one third should
be used for step 17. Assistance by another person to increase objectivity
is most helpful for steps 2, 7, 12, and 17.

Persons engaged in viie development of regional health manpower
can make.their 8reatest contribution to the evaluation efforts of self

directed .learners in two ways. Cue is by the development of self

~ administered evaluation instruments. The second is by the preparation

of statements on external standards for the topics that many health -
professionals study independently. The self directed learner can then use

these statements for steps 3, 8, and 13 of the evaluation process.,

Study of Continuing Education

Another use of the modgl of fhe mentor role in self directed
education is for the study of continuing.education »s it relates to pro-
fessional practice. Ac with any model that is used for empirical
Tesearch, the mentor role model explains relationéhips between variables
in self directed educq;iQP that can be tested.by the use of empirigal
research procedures., Althéugh research as well as aneédotalvsuppért
for the assertions made in the model was noted at some points, much
additional research is needed before thé model éouidvbe considéréd validated.

An.additionai research approach is to use the model to identify

their .education. A beginning point @ight be Eb separate a sample of health

professionals into three categories~-those who are not self directed in

continuing their professional education, those who are self directed to

)
i

|

K
|
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a moderate extent, and those who are outstanding examples of self directed

learners.

It is likely that many of those in the lapter category of the
most self directed learners will also be among the most innovative in the
ways in which they perform their professional role (Schein, 1972, p. 51).
A care;ul study of these exemplars of life long self dirccted education
can produce the following results;

1. The identification of useful selection criteria to use for
admission to preparatery professional educa:tion so as to
increase the number of health professionals who are self
directed‘learners.

2. ihe reccgnition of ways in which preparatory professional
education might be organized to help a greater proportion of :
health science students to become self directed learners.

3. The Specification of ways in which practicing professionals
can be assisted to become more self directed in their continuing
education efforts. | ‘

* 4, The location of innovative ideas and practices for continuing

professional educatiop'which might be adapted for use by.othef

professionals,

5.; The availapility of these highly self directed lcarners as
opinlon leaders who can effectively encourage their peers to
become more self directed in continuing thelr education.

The next step in this research approach is the preparation of -
" case studies baéed on econtinuing education activities of health professionals.
Case»studies would be prepared for a representative sample cf professionals

in each of the three categories but especially for those who are most self
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directed in continuing their education. Each case Study would describe

one or a series of learning episodes in which a health professional

engaged and would includ= descriptions of the types of decisions and
activities that are referred to in the model, in which the professional
actually participated. The final step in this research approach is to
conduct a comparative analysis éf the case studies to identify the
similarities and differences among them. Some examples of the types of com-~
parative analyses that might be conducted are listed below.

1. Identify successful procedures that professionals use to d§QZ
with diffieult points in the series of learning episodes. In
most educational activities there are some points at which many
learners experience diffizulty and either perform unsatisfactorily
or withdraw from the activity altogether. Examplesvineiudé
recognizing and accepting a need for behavioral change, over-
coming negative barriers such as a lack of materials, difficulty
choosing between. many possible Dbjgctivasg engaging in learning
activities when working in a remote geagréphiaal location, and
linking increased competence to impré%ad patient care. The
case studies can yielﬁ illustrations of ways in which a few
professionals deal well with these critical points. When
several professionals successfully use a similar procedure, it

' is worth analyzing to discover how it might be adapted for use
by many chETSEE

2.  Recognize general concomitants of effective self directed eduna-
tion. The set of cases are likely to contain a number of instances
in which various pfgfgssiénals engaged in a similar self directed

educational activity. These cases can be sorted into three groups
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regarvaing extent of success--high, middle, and low. The threc
groups :can then be compared to identify some of the concomitants
of success,

IdLﬁibJJ promising innovations regarding need appraisal. Some
profzssionals will do things ﬂiff?tenL1y. One may usc an
unusual way to establish critgriéﬁ performance to compare with
his own in an area of practice for which standards are not
readily available. Another professional may report that an
unusual encounter with a peef triggered his own concern about
changing his own practices. The further analysis of such
unique experiences may lead to suggestions that are more
widely applicable.

Inerease understanding of ways in which a greater warencss of
the influsznee of context on eontinuing education can be usgfhz
Peopls tend to take for granted the societal or professional
context within which they function. Sometimes something happens
to alert a professional to the influence of that context. For
example, working as a preceptor with a pre-medical student uay
cause a professional to re-examine some ways of thinking that
seemed very standard during cﬂnvarsétians with peers. The
introduction of an effective director of continuing education
into a community hospital may have an impact on the outlooks of

staff members regarding professional growth.

- Becognize innovative ways to select from ameng many educational

objeetives. One practitioner may fina that a brief review of
his professional health records can reveal prlarltLes regardlng

the edugatinnal objectives that are most lmpn;tanti Anathe;

=
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may emphasire objectives that are shared by‘peafs with whom

he will coutinﬁg to interact after the educational experience

as a way of encouraging utilization on new understandings.

6.  Identify promising innovations reyarding learning activities.
Examples include a highly personalized comsultation gservice,
or pre-packaged learning modules with an emphasis on utilization,
or procedures for scheduling and preserving time for continuing
education. Each innavativg educational practice that is reported
may become a useful suggestion fer -another professional,

7. Recognize innovative ways for pf&jéési@ﬁals to evaluate their
own self directed education. The procedures that one practi-
ti@naf develops to relate his learning activities to improvements
in patient care may suggest a more general procedure that can be
described for use by many of his peers. Similar generalization
could occur for procedures by which a professional efficieﬁtly
compares his expectations for an educational activity with what
actually occurs.,

The results of such comparative analyses of case studies on self
directed education can be used in various ways. lTha findings can be used
to modify the model of the meﬁtgr role so that it has greater explanatéry
value. The findiﬂgsjcan also Eé used to prepare graetical suggestions for
self dirvected learners regarding the prcgram development decisions that
‘they confront. Many of the results should be helpful in achieving gréater
continuity between preparatory and continuing education in the health
sciences. A particularly useful result waﬁld be the development of ways
to more closely connect continuing education and professional practice. The

case studies also provide the basis for some interesting articles that




might encourage more professionals to become more self directed in

continuing their education.

Using,Edggaticnaeregauyggg

One additional use of the mcdel of the mentor role in self
directed education is to assist the "linkage agent" who facilitates health:
manpower development to increase the accessibility of educational
resources. Some types of educational resources, such as journal articles
and peers, are relatively well known ﬁa an individual practitioner if

they are within his specialized field. The praciitioner is less likely

zations., The "linkage agent" performs én especially useful function
when he enables pfactitiﬂnérs to share educational resources among health
fields.

Each passing decade during this century has witnessed increased
“division of health professionals into specialized clinical areas (Clark,
1966, p. 3). Formal programs of continuing education have tended to
reinforce this spécializéticn (Vollan, 1955). During the past decade
or two there has been a grawiﬁgvrecagnitian that there are Emé;ging
societal needs for greater collaboration among professions (Schein,
1972, p. 34). Some prnjeéts have actively sought greater collaboration
among health professions in the preparatgfy education of students
through work with neighborhood health centers (Schein, 1972, p. 126).
Greater shar;ng among health fields‘i: also an important ingredient
in continuing education.

Those who facilitate life long self directed education for

health professionals in a region may be associated with any one of several
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organizations. Examples include a Regional Medical Program, a state or
local professional association, a state health department , a hospital,
or a university. The facilitator may serve as an educational consultant
to individual practitioners and may help‘té develop and make aﬂcessible
a broader range of educational resources.
The model of the mentor role can be used to identify points
at wvhich a "linkage agent" might be most helpful in encouraging self
di:aﬁtéﬁ education by health professionals. Listed below are some
likely points. |
1. Disseminate iﬁformaticn about variability in p?éfessianal
performance that is likely to activate a resdiness to change
by health professionals.
2. Help to assemble inf@rmgtion about deficiencies in health
maintenance and patient care.
3.  Assist in bringing together perceptions of gaps between actual
and griterign performance as seen b? professionals in a specialty
and as seen by people in related roles.
4. Increase awareness of available educational resources in various
spéaiaiiééd clinical areas within the health field.
5. Provide advance iﬁfarmaticnvabéut opportunities for continuing
-education to help professionals to plan their continuing education.
6. Reinforce facilitators of continuing education sﬁch as familiarity
with criterion performance and availability of self study learning
‘modules that relate directly to clinical practice. |
7. Reduce barriers taresntinuing education such as lack of literature
retrieval maéﬁanism5xand inflexible sché&ﬁling'af.cgntinuiﬁg

-education prograums,
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Present a raticnalé for selecting a few educational objectives
from a sometimes overwhelming number.

Provide criteria that professionals can use for the selection
of approprizste learning activities.

Encourage organizations, such as community hospitals, to make
arrangements that support the efforts of professionals to
continue their education.

Suggest ways in which organizations can encourage and Support
changes in procedures that help te‘reinfarge new and desirable
practices that result from continuing education.

Prepare forms that 'assist self directed learners to evaluate

their continuing education activities,
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PART FOUR: GUIDELINES FOR FACILITATION OF SCLF DIRECTED EDUCATION

The persons who have some responsibility for the development of
regional health manpéwer perform an important role in the facilitation of
self directed education. The persons who have such respansiﬁility occlLpy
~ various pasit;@ns suéh as director of continuing sducation in a hoepital,
executive of an association of health professionals, coordinator of con-
tinuing prcfassiénal education in a health scieﬁse college of a univer-
sity, or an official in a state health-departmént. They perform this
faéilitatian role largely by serving as a "linkage agent" between pational
and regional resources related to continuing educstion and individnal pro=
fessionals in the'region.

Listed below are the
major guidelines that such "linkage agents” can use to effectively facili-
tate life long self directed education.

1. Emphasize as the main purpose of continuing education f;£‘%;alth

‘professionals, the improvement of patient care and health main-

tenance, and the enrichment of health careers.

]
-

Recognize that the range of aducati@ﬁal needs and opportunities
can be bewildering, and that an effacti?e approach to self

- directed continuing education is a selective one that enables the
professional to set priaritias_ 7

3. | Include within the "linkage agent" rglgAthé following four

interrelated activities:

a, facilitating closer articulation b;tweea preparatory and

continuing education,

b.  increasing the accessibility of educational resources for
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the individual practitioner,

¢. helping professionals to better undérqtand the importance
and methods of life long self directed educafi@n, and

d. Engauragingrproféssignals to become more self directed in
continuing their education.

4, Utilize the ponents of the mentor role (need, setting,
ahjactiVEs, activities, evaluation) as a way to help professionals
to better conceptualize a more self directed approach to continu-
ing education.

5. Assist professionals to appraise their educational needs by:

a. prcviding information about variability énd deficiencies
in professional practice that can stimulate them to recog-
nize their own educational needs,

b. providing prcfassi@na;s with a rationale for continuing
education need appraisal,

¢. providing practitioners with forms and pra@edﬁres that they
can use to appraise their own educational needs, and

d. assembling standards of professional performance such as
by use of a "callegé of peers."

6. Assist professionals to better understand and utilize their
professional settings for purposes of continuing their education
by:

a. 1ncréa ing their awareness of educatio ﬂéi.réSQuréés, and
b.' encouraging the iﬁstitutiGQS~aﬁd organizations with which

health prafess;anals are assaclated to suppart cont;ﬂu;ng

.educatlon as a “jor means of 1nle1dua1 and DrganLgatlgnal

Qo ' IR "renewal o T T o . Ca

RC o
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Assist professionals to set their continuing education objectives

by:

gl

helping practitioners to become familiar with criterion
performance as an attainable ideal,

encouraging them to relate their educational objectives to
their career aspirations,

providing practiﬁiéﬁers with a rationale for the selection
of a few educational objectives on which to focus 2t a given

time,

Pfévidiﬁg information ahgugrthéréypes anaramgunts of effort
that are typically required to achieve some common educa-
tional objectives,

assisting practitioners to explore the pros and é@ns of
various educational objectives, and

helping them to state clear and realistic educational objec~

tives.

Assist professionals to select and organize their learning activi-

ties by:

a.

e, -

familiarizing them with the range of availakle methods of

learning,

helping to develop educational materials that are useful
for self directed study,

prVidiﬂ% arrangements for easy retrieval of knowledge,

helping pragtitiaﬁars to locate peers who will collaborate

- on-continuing education activities, and

‘providing criteria for effective continuing education.




10.

Assist professionals to evaluate their self directed education

efforts by:

a. providing materials and procedures for self administered
evaluation,

b.  providing external standards that practitioners can use
to interpret the results of evaluation, and

(o enc@éraging the use of evaluation findings to improve
their educative activity.

Support efforts to study self directed education, by use of

comparative analyses and other procedures.
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